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Introduction to the portfolio
This portfolio consists of two volumes, produced in fulfilment of the criteria for the 
PsychD in Clinical Psychology.
The first volume comprises three sections, an Academic, Clinical and Research section. 
The academic section contains four essays completed for each of the four core 
placements; Adult Mental Health, People with Learning Disabilities, Children and 
Families, and Older People. The clinical section contains summaries of five case reports, 
four from each of the core placements, and one from a specialist neuropsychology 
placement and summaries of the six placements completed during the course. The 
research section consists of the Service Related Research Project, completed during year 
1, the Major Research Project, completed during years 2 and 3, and a research logbook, 
which demonstrates the research experience gained during training.
The second volume consists of clinical material, and is contained within a separate 
volume to maintain confidentiality. It comprises the five case reports from each of the 
four core placements and the specialist neuropsychology placement. It also contains 
details of each of the four core placements and two specialist placements, one in 
neuropsychology and one in Assertive Outreach. For each placement, the following 
documents are provided: the placement contract, evaluation of the trainee on placement, 
the placement summary and logbook, and the trainee’s evaluation of the placement.
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Introduction
Psychotic experiences, often associated with a diagnosis of schizophrenia or 
delusional disorder, are frequently observed phenomenon, but are generally greeted 
with a pessimistic prognosis. One of the reasons for this is that traditionally, these 
experiences were believed to be outside the realms of psychological understanding, 
unexplainable and bizarre, and hence meaningless. Without valid psychological 
theories of psychosis, psychological approaches to the management of these 
experiences have been disregarded. The predominant view therefore, has been that 
psychotic experiences are only understandable as illnesses, and are caused by an 
underlying neuropathology. This traditional, disease model has lead to the 
development of medications with proven efficacy for the management of these 
problems. Invoking purely biological explanations for these experiences leads to 
marginalization of this group and discredits their experiences (Chadwick, Birchwood 
& Trower, 1996). It has been argued that the experiences associated with psychosis 
are often meaningful to the individual and the beliefs attached to the experiences, 
which so many of us find confusing and odd, are in fact an individuals attempt to 
make sense of what has and is happening to them (Garety & Freeman, 1999). How an 
individual came to have these experiences, and develop their beliefs about them could 
be of therapeutic importance. Is it possible to make sense of these experiences by 
using current psychological theories of information processing and belief formation 
and maintenance?
The first section of this essay will define the two types of psychotic experiences that 
form its focus- hallucinations and delusions. The traditional view of psychosis, as 
un-understandable and meaningless, will then be reviewed and its limitations 
explored. Evidence to suggest that these experiences are within the realms of 
psychological understanding will be presented and the clinical implications of this 
explored. Finally, the cognitive psychological perspective, which places the 
individuals search for meaning at the centre of attempts to understand psychotic 
experiences (Chadwick et al, 1996), will be discussed and the development and 
efficacy of cognitive behavioural approaches to the management of the experiences
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explored. This essay will argue that psychotic experiences are both understandable 
and meaningful from a psychological perspective, and that the traditional view of 
psychosis should be reviewed. This may reduce the stigma and potential 
marginalization often associated with these experiences and provide an improved 
level of care.
Definitions of hallucinations and delusions
In order to evaluate whether psychotic experiences are psychologically 
understandable we must first have definitions of these experiences which have both 
clarity and validity. In fact, a key factor in re-igniting interest in the development of a 
psychological understanding of psychosis after years marked by a dearth of research, 
was debate around accurate definitions of hallucinations and delusions. These 
discussions were in part prompted by the recognition that rather than looking for a 
single explanation of schizophrenia, it may be more useful to attempt to understand 
the processes that underlie specific psychotic symptoms (Persons, 1986), and hence 
accurate definitions of these were required.
However, definition of these experiences is notoriously difficult (Chadwick et al, 
1996), maybe in part due to their heterogeneous presentation. Determining what 
makes a belief a delusion has been particularly problematic (Leeser & O’Donoghue,
1999). Traditionally, delusions have been defined as “false personal beliefs” which 
are “firmly sustained” and “not amenable to reason” “in spite of what everyone else 
believes” (DSM-III, American Psychiatric Association, 1980). There are, however, a 
number of problems with this definition. First, delusions need not be false 
(Brockington, 1991). Second, delusions have been shown to be dimensional in that 
levels of conviction, distress and preoccupation can fluctuate (Brett-Jones, Garety & 
Hemsley, 1987; Garety & Freeman, 1999). Third, evidence suggests that delusions 
are in fact amenable to reason (Kingdon & Turkington, 1994; Lowe & Chadwick, 
1990), and this forms a core element of Cognitive Behavioural Therapy (CBT) for 
delusions (Chadwick et al, 1996). Finally, the criteria that these beliefs are held in 
spite of what everyone else believes is difficult to fulfil due to the problem of rating
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‘bizareness’ of delusions (Kendler, Glaser & Morgenstem, 1983; cited Chadwick et 
al, 1996). Additionally, cultural diversity must be considered. Sometimes 
explanations of experiences used by people from different cultures can be 
misinterpreted as psychosis if the context is not understood. There is a belief in some 
cultures, for example, that it is possible to be possessed by demons. However, this 
belief may be thought to be psychotic or delusional by those without an understanding 
of the specific culture (BPS, 2000). Therefore, similar experiences can be appraised 
differently and lead to different evaluations depending on situational, personal, 
cultural or as yet unknown factors (Peters, Day, McKenna & Orbach 1999).
Therefore, a more accurate definition, and one which may stimulate more 
psychological research is that of Oltmans (1988; cited Chadwick et al, 1996) which 
provides a list of defining characteristics of delusions, none of which are necessary or 
sufficient to be classed as a delusion:
• The balance of evidence for and against the belief is such that other people 
consider it completely incredible.
• The belief is not shared with others.
• The belief is held with firm conviction. The person’s statements or behaviours are 
unresponsive to the presentation of evidence contrary to the belief.
• The person is preoccupied with (emotionally committed to) the belief and finds it 
difficult to avoid thinking or talking about it.
• The belief involves personal references, rather than unconventional religious, 
scientific or political conviction.
• The belief is a source of subjective distress or interferes with the person’s 
occupational or social functioning.
• The person does not report subjective efforts to resist the belief (in contrast to 
patients with obsessional ideas).
The definition of hallucinations on the other hand, has been subject to less rigorous 
debate. The main controversy lies around the definition of a hallucination as a 
perception which occurs without external stimulation of a sensory organ (DSM-III-R
5
Volume 1 -  Academic Adult Mental Health Essay
APA, 1987). However, this is surely a self-contradictory notion (Bentall, 1990). For 
this reason, Slade & Bentall (1988; cited Bentall, 1990) advocated a broader 
definition of hallucinations than had previously been used:
any percept-like experiences which (a) occurs in the absence of an appropriate 
stimulus, (b) has the full force or impact of the corresponding actual (real) perception 
and (c) is not amenable to direct and voluntary control by the experiences. (Slade & 
Bentall, 1988, p23; cited Bentall, 1990)
Traditional views of psychotic experiences
The view that psychotic experiences such as hallucinations and delusions are not 
understandable or meaningful exemplifies the traditional psychiatric view of 
psychoses as a pathological condition, distinct from normal functioning. From this 
perspective, psychotic experiences are viewed as psychologically irreducible (Jaspers, 
1913/1963; cited Chadwick et al, 1996). This presumption in part explains the 
psychiatric distinction between the neuroses (depression, anxiety) and the psychoses 
(schizophrenia, manic depression). This view is further exemplified by the traditional 
definition of delusions as “false beliefs” (Jaspers, 1963; cited Berrios, 1991) or 
“empty speech acts, whose informational content refers to neither world or self. They 
are not the symbolic expression of anything” (Berios, 1991, p i2). Hence, at least 
from a traditional psychiatry view, the content of a delusion is meaningless.
Voices are also seen as un-understandable. The question of why an individuals voice 
should have a particular content or how the belief about its meaning or origin has 
developed is insignificant from a psychiatric perspective. The emphasis is instead 
placed firmly on determining if the experience is a true hallucination and of what 
disorder it is symptomatic (Chadwick et al, 1996).
Psychotic experiences are seen, from this traditional viewpoint, as all-or-nothing 
phenomena. These categorical definitions have been maintained by attempts to 
explain psychotic experiences as manifestations of biological dysfunction, due to
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genetics, neuroanatomy, neurodevelopment, viruses, or neurotransmitters, deficits or 
defects of which are either present or not. There is a lack of empirical support for any 
single biological explanation of psychotic experiences (Fowler, Garety & Kuipers,
1995). However, this biological approach is not without it merits and has led to the 
development of effective management strategies for psychosis in the form of 
neuroleptic medication. The traditional approach to the management of psychosis 
advocated the use of medication without discussion of the symptoms that the 
individual was experiencing. It was believed to be a mistake to dispute psychotic 
ideas (Maher & Spitzer, 1993 cited Chadwick et al, 1996). However, although 
effective in some cases, between one-quarter and one-half of people with a diagnosis 
of schizophrenia experience medication-resistant persistent delusions and 
hallucinations, which cause distress and interference with functioning (Fowler et al, 
1995). Additionally, early evidence suggested that discussion of beliefs about 
psychotic ideas might in fact have therapeutic utility (Ashford, 1986; cited, Fowler et 
al, 1995; Beck, 1952; cited Fowler et al, 1995). Therefore, although the traditional 
view of psychosis has led to the development of effective management strategies for 
some individuals, there are many more who receive no relief from their symptoms and 
may in fact suffer from feelings of persecution and stigma as a result of the 
management strategies advocated. It has become apparent therefore, that different 
theoretical and treatment approaches may be required, which attempt to understand 
these experiences and elucidate the meaning of them to the individual.
The roots of psychological understanding of psychotic experiences
Two areas of empirical research served as an impetus to generate psychological 
research into psychotic experiences. First, rather than being distinct from normal 
experiences, evidence began to accumulate that psychotic experiences were 
continuous with normality. If the longitudinal course of psychotic experiences is 
examined, it can be seen that the symptoms follow a fluctuating course (Fowler et al, 
1995). This varying course means that over time, hallucinations may become mild 
abnormalities in the experience of thought, and delusional beliefs may become 
eccentric ideas (Strauss, 1969). Surveys have also found that a substantial proportion
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of people in the normal population (around 15 -  20%) demonstrate mild anomalies in 
experiences, thinking and belief which have resemblance to psychotic symptoms (e.g. 
experiences of déjà vu, beliefs in telepathy and hallucinations) (Romme & Escher, 
1989). Additionally, a number of stressors for example sleep deprivation, 
bereavement, and sensory deprivation can produce delusions and hallucinations in 
non-clinical samples (Fowler et al, 1995).
The suggestion that there is a continuity between normality and psychosis has 
important clinical implications. It means that “normalising strategies” (Kingdon & 
Turkington, 1991; 1994) which are used in the management of depression and anxiety 
may also be used in psychosis. These techniques focus on reducing the stigma and 
anxiety often associated with the experiences of psychotic symptoms and involve 
explaining and demystifying them. The reassurance that this provides is of great 
therapeutic value. In the authors own clinical experience this process has not only 
assisted the development of the therapeutic relationship, but has also helped to reduce 
some distress.
Second, contrary to the proposition of Berrios (1991) that delusions are “empty 
speech acts”, delusions tend to contain certain themes which suggest that these kinds 
of beliefs are not completely meaningless (Chadwick et al, 1996). Chadwick & 
Birchwood (1994) provided evidence to suggest that beliefs about voices, and the 
meaning that individuals attach to them, renders their affective and behavioural 
response understandable. Treatment implications of this will be discussed in a later 
section.
Therefore, rather than being un-understandable or meaningless, evidence suggests that 
from a psychological perspective, psychotic experiences can be understood and have 
meaning. Traditional diagnostic criteria have been challenged by the suggestion that 
delusions and hallucinations should be considered as points on a continuum with 
normality, with the position on this continuum being influenced by dimensions of 
thought and behaviour, such as the degree of belief conviction and the extent of
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preoccupation with the belief (Strauss, 1969). There has been a move towards 
understanding the formation and maintenance of these experiences and the personal 
meaning that the experiences hold for the individual. A number of psychodynamic 
(e.g. Jung, 1907; cited Fowler et al, 1995) and behavioural theories (e.g. Cameron, 
1959; cited Fowler et al, 1995) have been proposed to explain hallucinations and 
delusions. However, the treatment approaches derived from them have proved to be 
of limited efficacy (Fowler et al, 1995). Clinical cognitive approaches, on the other 
hand, are concerned not only with issues of personal meaning but also information 
processing biases (Chadwick et al, 1996). Empirically, there is considerable support 
for these theories (Garety & Freeman, 1999; Chadwick et al, 1996). These 
approaches have led to the development of cognitive and behavioural strategies for 
the management of hallucinations and delusions. Randomised controlled trials 
(RCT’s) (Kuipers, Garety, Fowler et al, 1997; Kuipers, Fowler, Garety et al, 1998; 
Tarrier, Yusupoff, Kinney et al, 1998) have demonstrated the efficacy of CBT for 
psychosis, and the National Service Framework for Mental Health (Department of 
Health, 1999) and National Institute for Clinical Effectiveness guidelines (NICE, 
2002) recommend that CBT should be available as a treatment option for people with 
psychosis. This further demonstrates that the traditional view of psychosis as 
psychological irreducible can be empirically refuted.
Psychological theories of psychotic experiences and implications for therapy
Evidence therefore suggests that parallels can be drawn between processes involved 
in the formation and maintenance of normal beliefs and delusional beliefs and 
between normal perception and hallucinations, and therefore empirically tested 
theories of these processes could be applied to psychotic experiences. The cognitive 
approach to understanding psychotic experiences has tended to focus on three main 
areas: cognitive deficits (Frith, 1987; 1992; Hemsley, 1986; 1993), cognitive biases 
(Slade &Bentall, 1988; cited Frith, 1992; Huq, Garety & Hemsley, 1988; Garety, 
Hemsley & Wessely, 1991), and issues of personal meaning of the experiences 
(Birchwood & Chadwick, 1994; Close & Garety, 1998). However, although a 
number of theories have been proposed, there is an overall consensus that there is no
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one single pathway to the formation and maintenance of these experiences.
Therefore, a multifactorial model of hallucinations and delusions may be necessary 
(Garety, Fowler & Kuipers, 2000), and an individualised approach taken to 
understand their meaning and personal significance. Effective, individualised 
treatment approaches can then be developed.
Cognitive deficits
Some theorists suggest that hallucinations are caused by inner speech (Gould, 1949; 
cited Frith, 1992) which is not recognised as self-initiated (Frith, 1992). The 
individual misattributes self-generated actions to an external agent -  a defect of “self- 
monitoring” (Frith, 1987). Frith (1987) suggests the presence of a cognitive 
mechanism, which works outside our conscious awareness, and which usually allows 
us to distinguish automatically between actions that derive from external stimuli, and 
those that are internal. An impairment in this cognitive process would deprive us of a 
‘sense of effort’ which normally accompanies our willed actions and thoughts. A lack 
of this sense of effort might lead our thoughts to appear as unintended or external. 
Being deprived of this automatic sense of effort could then provide an account of 
hallucinations.
Frith extended this model to provide an account of delusion formation (Frith, 1992).
A precursor to delusion formation may be an inability to understand the intentions of 
other people. This may be caused by deficits in the cognitive processes which are 
involved with analysing the meaning of social interactions. Deficits in such processes 
could lead an individual to make incorrect inferences or become highly confused 
about the intentions of others, a theory of mind deficit. Empirical evidence supports 
the suggestion that theory of mind deficits are found in some patients with 
persecutory delusions and may therefore be a factor in delusion formation and 
maintenance (Garety & Freeman, 1999). However, these deficits fail to explain other 
forms of delusions.
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Hemsley (1986; 1993) offers a different cognitive model of the origins of psychotic 
experiences. Hemsley (1986) suggested that ‘it is the rapid and automatic assessment 
of the significant, or lack of significant, aspects of sensory input that is impaired in 
schizophrenia’. This may lead to non-relevant features of the social environment 
being experienced as highly significant and may lead to the accessing of thoughts and 
images from memory which would be experienced as irrelevant to ongoing plans 
(Hemsley, 1993). Such thoughts and images may be perceived as deriving from an 
external source, and provide the basis for hallucinatory experiences.
What are the clinical implications of these cognitive neuropsychological accounts of 
psychotic experiences? Fowler et al (1995) suggest that by explicitly acknowledging 
difficulties in social understanding, remembering and learning, a practical approach to 
their management could be introduced. This could include techniques such as 
exposure to novel social situations. By understanding these deficits, it may be 
possible to develop a new understanding of the causes of some of the problems faced 
by those with psychotic symptoms and reattribute the cause away from a deficit or 
failure in the individual (Fowler et al, 1995).
Cognitive biases
Slade & Bentall (1988; cited Frith, 1992) hypothesised that hallucinations occur when 
an external stimulus is misperceived. A stimulus is most likely to be misperceived 
when it is complex and ambiguous and when the signal to noise ratio is low. One 
cause of these misperceptions is a change in bias of reasoning and processing. 
Experimental evidence shows that a partial degree of control may be exerted over the 
frequency of experiencing auditory hallucinations by varying the nature of external 
stimulation (Margo, Hemsley & Slade, 1991) and therefore supports this theory. 
However, further evidence indicates that the theory is of limited explanatory value. 
Patients only misperceive noise as voices and never misperceive voices as noise 
(Bentall & Slade, 1985). Also, analysis reveals that when people describe ‘hearing 
voices’, this may be misinterpretation of ambiguous external stimuli, such as 
conversations in the next room (Fowler & Morley, 1989; Haddock, Bentall & Slade,
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1993). There is therefore only limited evidence to support this input theory of 
hallucinations and it cannot provide a complete explanation of hallucinations which 
are so diverse in presentation. For example, the theory is unable to provide an 
account of hallucinations where one hears one’s own thoughts or hearing people talk 
about you, or where there is no environmental precipitant.
However, these theories have led to the development of therapeutic strategies which 
involve helping the patient to identify the sound or ambiguous noise, and to become 
aware of their bias towards hearing such ambiguous sounds as voices (Fowler et al, 
1995).
Attempts have also been made to explain delusions as biases in reasoning. Evidence 
suggests that persecutory delusions are associated with an information processing bias 
towards threat-related stimuli (Bentall & Kaney, 1989). Also there is a bias towards 
attributing negative outcomes to external causes, a bias which is greater than in 
individuals without psychotic experiences (Bentall, 1994). This process is thought to 
maintain self-esteem. Bentall (1994) hypothesises that persecutory delusions may be 
associated with a fundamental disorder of the self-concept. It is suggested that in 
deluded patients, activation of self/ideal discrepancies by threat-related information 
triggers defensive explanatory biases, which have the function of reducing the 
self/ideal discrepancies but result in persecutory ideation (Bentall, 1994; Garety & 
Freeman, 1999). By blaming others for negative events, rather than the self or the 
situation, it is argued that negative thoughts about the self are prevented from 
reaching awareness.
In order to test the empirical validity of this theory, Garety & Freeman (1999) 
reviewed a series of eight studies investigating the attributional style of people with 
persecutory delusions. Overall, people with persecutory delusions, when confronted 
with self-referent material, are particularly likely to see other people as responsible 
for bad events. Garety & Freeman (1999) also reviewed studies which tested the 
hypothesis that people with persecutory delusions have positive self-esteem and that
12
Volume 1 -  Academic Adult Mental Health Essay
delusions serve as a defence of the self-concept. Evidence was inconsistent and 
overall there is no strong empirical support for the persecutory delusions as a defence 
theory. However, it is possible that this account may apply to a subgroup of people 
with persecutory delusion, but it is unclear whether this theory generalises to other 
forms of delusions (Garety & Freeman, 1999). These findings have important clinical 
implications. Garety & Freeman (1999) suggest that CBT for delusions should focus 
on addressing personalising or externalising attributions and that self-esteem should 
be carefully assessed. Trower & Chadwick (1995) recommend that for individuals 
with low self-esteem and high levels of depression, the interventions should focus on 
these beliefs before moving onto delusional beliefs.
A number of studies have identified another cognitive bias in people with delusions.
A tendency has been demonstrated for people with delusions to ‘jump’ to conclusions 
(Garety & Hemsley, 1994; cited Garety & Freeman, 1999). Garety & Hemsley 
predicted that, on a Bayesian inference task, people with delusions would make more 
rapid and overconfident judgements than other clinical and non-clinical controls and 
that this bias would be found in all types of delusions regardless of diagnosis (Garety 
& Hemsely,1994; cited Garety & Freeman, 1999; Huq, Garety & Hemsley, 1988). A 
review of empirical evidence (Garety & Freeman, 1999) found that people with 
delusions show a tendency to seek less information to reach a decision. However, 
when presented with information, they use the information in the same way as those 
without delusions. People with delusions do not, it seems, have a probabilistic 
reasoning bias, as Garety & Hemsley (1994; cited Garety & Freeman, 1999) 
suggested, in that they can estimate probabilities but have a data-gathering bias. They 
are therefore willing to accept a hypothesis on the basis of less evidence (Garety & 
Freeman, 1999). They may also be more willing to abandon existing hypotheses and 
form new ones, again on the basis of little evidence. There is evidence that emotional 
salience affects people’s reasoning in general and possibly affects the reasoning of 
people with delusions to a greater extent (Young & Bentall, 1997; cited Garety & 
Freeman, 1999).
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Clinically, therapy should address this tendency to jump to conclusions if this bias is 
found. Studies using belief modification procedures to modify delusions have been 
found to be effective (e.g. Chadwick and Lowe, 1990; cited Fowler et al, 1995). 
However, theories of cognitive biases only provide an incomplete account of the 
complex phenomena of psychosis, which may only be explained fully by taking 
account of several factors.
Issues of personal meaning of the experiences
The meaning and significance of hallucinations often appear to depend on complex 
beliefs about the nature and content of voices. Romme & Escher (1989) described the 
beliefs held by a large group of people who experience hallucinations. This group 
included both people with psychotic disorder and a group of people who had no 
contact with psychiatric services. A range of meanings associated with hallucinatory 
experience were found, which were similar to many general beliefs that people hold 
about the relationship between self, others and the world. Often such beliefs may 
constitute an aspect of normal attributions, or social constructions about anomalous 
experiences (e.g. beliefs in special powers such as telepathy or hypnosis, and religious 
experience).
Another way to consider issues of personal meaning of the experiences is to consider 
how the content of the hallucination may arise. Emotional changes occur both in 
direct response to a triggering life event and in response to anomalous experiences. 
The arousal generated may affect processing of anomalous experiences and influence 
their content (Garety, Kuipers, Fowler, Freeman & Bebbington, 2001). For example, 
Garety et al (2001) suggest that if anxiety and depression results from a job loss, and 
further anxiety directly from the experiences of voices, the person’s voices may 
develop a threatening and critical content. The hypothesised role of emotional 
processes such as depression and anxiety in the maintenance and onset of psychosis 
leads to the direct application of cognitive therapy techniques for emotional distress 
(Garety & Freeman, 1999).
14
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People’s reactions to and relationship with voices are diverse, and theories have 
attempted to determine how and why this varies. Beliefs about voices may represent 
an individuals attempt to understand the experience of voices. Chadwick & 
Birchwood (1994) suggested that the degree of fear, acceptance and compliance 
shown to voices might be mediated by beliefs about the voices’ power and authority 
or the consequences of disobedience for example. These beliefs cannot be understood 
by reference solely to the form or content of voices. These beliefs may represent an 
individuals core beliefs about their self-worth and interpersonal schemata (Birchwood 
& Chadwick, 1997).
Experimental evidence showed that on the basis of beliefs about the presumed 
identity, omnipotence, and purpose, voices were believed to be either malevolent of 
benevolent, and it is this belief that seems to underlie peoples behaviour towards the 
voices. Therapy, where beliefs about the voices were systematically disputed and 
tested, led to large and stable reductions in the degree of conviction in these beliefs. 
This reduction was associated with reduced distress, increased adaptive behaviour, 
and, unexpectedly, a fall in voice activity (Birchwood & Chadwick, 1997). Also, if 
patients could be helped to construe their symptoms and experience in non-psychotic 
terms, and the voice as self-generated, the behaviour and affect may be different.
Multifactorial models of psychotic experiences
Multifactorial models integrate different cognitive theories of hallucinations and 
delusions and suggest that there may be different pathways to the development of 
these experiences. What is appealing about these theories, is that they take an 
individualised approach to the expression of psychotic symptoms, and can therefore 
account for the heterogeneous nature of the experiences. Currently, these appear to 
provide the most comprehensive account of these experiences, previously thought to 
be un-understandable and meaningless. However, it should be noted that they are 
purely speculative and as yet there is no empirical evidence for the model as a whole 
(Garety et al, 2001). The models should be considered within a biopsychosocial 
framework whereby it is assumed that there are different degrees to which biological
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vulnerability, psychological processes, and the social environment have contributed in 
the individual case to the development of psychosis (Garety et al, 2000). This is 
consistent with widely accepted “stress-vulnerability” models (Zubin and Spring, 
1977;cited Garety et al, 2000) whereby an individual has an enduring biological 
vulnerability to psychosis, that may be heightened by childhood experiences, whether 
social, psychological or biological. The psychosis may develop on subsequent 
exposure to a range of stressors, such as adverse environments, major life transitions, 
or drug misuse.
Garety and colleagues (2001) provided a cognitive model of psychosis which 
integrated cognitive deficit and bias models, and emotional aspects of psychosis in the 
formation and maintenance of the symptoms. A triggering event is thought to lead to 
the formation of hallucinations and/or delusions through one of two routes. In the 
first pathway a cognitive deficit such as those proposed by Hemsley (1993) and Frith 
(1992), leads to the conscious awareness of anomalous experiences (e.g. thoughts 
experienced as voices). Emotional changes occur which influence the processing of 
these experiences and influence their content. These experiences seem personally 
significant. Attempts are made to explain their cause, however biases in cognitive 
processes (jumping to conclusions, externalising attributional biases, theory of mind 
deficits) influence these explanations. These biases may be exaggerated by negative 
emotional states. Pr.e-existing negative schema (developed during childhood) may 
provide content to the belief about their experiences (Garety et al, 2001). Social 
isolation may lead to the acceptance of the psychotic appraisal of the experiences by 
reducing access to alternative explanations.
The second route to psychosis is that life events trigger disturbed affect which directly 
activates biased appraisal processes and maladaptive self/other schemas leading to an 
externalising appraisal for the life event or delusions. Therefore, the information 
processing does not occur, and delusions occur independently of hallucinations.
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Once psychotic symptoms have developed, reasoning processes, dysfunctional 
schemas and cognitive processes associated with emotion all serve to maintain the 
symptoms.
This formulation of psychotic experiences, as multifactorial, means that careful 
assessment of an individuals’ vulnerabilities and experiences must be carried out in 
order to develop an individualised CBT approach to the management of these 
experiences. In CBT, appraisals of inner experiences as external are re-appraised by 
examining the reasoning biases present in everyone and in the individual, and using a 
systematic process of reviewing the evidence and generating alternatives (Garety et al,
2000). Therapy may also address negative self-evaluations, anxiety and depression.
In the authors experiences, sharing aspects of the formulation derived from this 
multifactorial model with a client suffering from hallucinations and delusions, and 
integrating ideas about how their anxiety, depression, and core beliefs may have 
influences attempts to make sense of anomalous experiences which appeared to 
results from a particularly upsetting and stressful life event has been invaluable.
Conclusions
Are psychotic experiences understandable and meaningful? The traditional 
psychiatric view suggests not, and that these experiences are psychologically 
irreducible. However, this approach, and the treatment methods derived from it has 
stigmatised and marginalized those individuals suffering from psychotic experiences, 
and in many cases the treatment has proved to be ineffective. Evidence reviewed in 
this essay suggests that there is a continuity between normal and psychotic 
experiences, and that parallels can be drawn between the formation of normal and 
psychotic beliefs. Therefore, the validity of this traditional approach can be 
questioned. There is considerable empirical support for the cognitive model of 
psychotic experiences, which emphasises the importance of the individuals search for 
meaning of hallucinations and delusions. The presence of cognitive deficits and 
biases and the role of emotion in the formation and maintenance of hallucinations and 
delusions have been demonstrated empirically. However, these theories, when
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considered individually, can only provide partial accounts of these experiences that 
are so heterogeneous in presentation. Multifactorial accounts such as that of Garety et 
al (2001), which comprise elements of each of the theories, provides a framework 
with which these experiences become both understandable and meaningful. Although 
this model as a whole has yet to undergo empirical testing, the treatment interventions 
derived from its component parts and which form the basis of CBT have been shown 
to be highly effective and are a recommended treatment approach for psychosis. 
Therefore, although there is no one, empirically sound cognitive model of psychotic 
experiences, the overwhelming body of evidence suggests that psychotic experiences 
are indeed understandable and meaningful.
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Introduction
Challenging behaviour shown by people with learning disability has been recognised 
as a priority for research and service development in both governmental policy 
(Department of Health, 2001) and professional clinical guidelines (British 
Psychological Society, BPS, 2004). Challenging behaviour can severely diminish the 
quality of life of both the individual and those around them, and often poses treatment 
dilemmas, in terms of ethics, implementation and effectiveness, which are difficult to 
resolve. The rigorous empirical validation of models of the origins and maintenance 
of challenging behaviour may help us to formulate the problem and hence deliver 
more effective treatment interventions (McClintock, Hall & Oliver, 2003; Janssen, 
Schuengel & Stolk, 2002). This essay seeks to illustrate that there is currently little 
empirical evidence to support the contention that attachment theory can help us to 
understand challenging behaviour. However, in spite of this it is the author’s 
assertion that attachment theory is one of a number of models on which to draw when 
conceptualising challenging behaviour in people with learning disabilities.
In order to advance this argument, it is first necessary to define both the population 
we are addressing and the phenomenon we are attempting to explain. A number of 
definitions of learning disabilities exist, reflecting perhaps the difficulty in defining 
such a heterogeneous group. However, three core descriptive criteria of people with 
learning disability have gained acceptance across professional groups both here and in 
the United States (BPS, 2001):
i) significant impairment of intellectual functioning
ii) significant impairment of adaptive/social functioning
iii) age of onset before adulthood
Crucially, the description of behaviour as challenging involves a judgement that is 
influenced not just by the person’s behaviour, but also by additional factors, including 
the context in which the behaviour occurs and the values evoked by those making the 
judgement (Baker, LaVigna & Willis, 1998). The term ‘challenging behaviour’ refers 
to severely problematic or socially unacceptable behaviour which presents a challenge
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to services, rather than indicating psychopathological processes (Felce & Emerson, 
1996). Clements (1997), in acknowledgement of the cultural diversity of behaviour 
which is socially acceptable, argues that behaviour should be defined as ‘problematic’ 
if it meets two of three criteria:
i) unacceptable by the social standards relevant to the person’s age, class
and cultural background
ii) imposing (or threatening to impose) a significant cost on the person
himself (for example physical damage, social rejection, limiting 
opportunities for learning);
iii) imposing (or threatening to impose) a significant and unreasonable
cost on the lives of others.
Five subsets of severe challenging behaviour have been identified (Joyce, Ditchfield 
& Harris, 2001): aggression to others, self injurious behaviour, damage to the 
environment, inappropriate personal behaviour (smearing, vomiting, spitting, soiling, 
wetting) or resistant behaviour (noise, repetitive behaviour, stereotyped behaviour).
This essay will begin with an acknowledgement of the evidence base for the use of 
behavioural interventions in the management of challenging behaviour, but will 
suggest that other factors need to be included in formulating the problem if we are to 
take a truly person centred approach. This includes taking into account their unique 
history, strengths and needs, and current social context. The dominant principles of 
attachment theory will be reviewed and the limitations of the theory explicated. It 
will then be argued that there are limitations to the reliable assessment of attachment 
in people with learning disabilities and consequently there is inconsistent and 
sometimes unreliable evidence as to the patterns of attachment found in people with 
learning disability. The proposed mechanisms by which the quality of attachment 
leads to challenging behaviour will then be delineated and, due to the lack of research 
in the learning disability field, theories and evidence from psychiatric populations will 
be extrapolated to learning disabled populations. Finally, these strands of evidence 
will be brought together to argue that attachment interacts with a wide range of factors
27
Volume 1 -  Academic People with Learning Disabilities Essay
in the development, recurrence and maintenance of challenging behaviour, but is 
important to consider when conceptualising behaviours.
Current approaches to challenging behaviour in learning disabled populations
Of course, estimates of the prevalence of challenging behaviour depend on the 
definition used. Emerson (1998) estimates that between 10 and 15% of people who 
are supported by learning disability services show behaviours which are considered to 
cause serious management problems. Of clients with the most severe challenging 
behaviour, 79% show multiple forms (Emerson & Bromley, 1996). Risk factors for 
challenging behaviour are being male, aged between 15 and 35, profound learning 
disability, presence of sensory impairments and specific syndromes such as autism 
(McClintock et al, 2003). Current guidelines (BPS, 2004) lean heavily on the practice 
of applied behaviour analysis, which tends to conceptualise challenging behaviour as 
an example of operant behaviour. Comparative efficacy studies show the superior 
effectiveness of behavioural approaches over psychotropic medication (Bidden,
Duker & Korsilius, 1997; BPS, 2004). Cognitive techniques also show promise in 
those who have the cognitive and communication skills to access them, especially 
when applied to anger management (Black, Cullen & Novaco, 1997). However, the 
restricted focus and ethical acceptability of purely behavioural interventions have 
been questioned (Hollins & Esterhuyzen, 1997; Fonagy, 2001) and the need for 
alternative approaches, which may enrich research and theory building, has been 
suggested (Fonagy, 2001). Clinical guidelines (BPS, 2004), based upon clinical 
consensus of good practice, encourage the integration of different models within the 
formulation of challenging behaviour. For this reason, it is important to understand 
what one such model, attachment theory, can offer in conceptualising challenging 
behaviour.
Bowlbv’s attachment theory
Bowlby’s theory of attachment describes a two-way (parent-infant) system which 
provides protection to the infant by maintaining proximity but also enhances 
development through promotion of exploration. The infant achieves proximity in
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response to perceived threat by the display of behaviours such as smiling, crying and 
motor activity (Fonagy, 2001). Separation from the attachment figure leads to the 
activation of attachment behaviours which cannot be terminated until the attachment 
figure returns (Ainsworth & Bowlby, 1981).
The reciprocal interaction between the attachment and exploratory behavioural system 
is achieved through the development of a secure base relationship, in which a 
caregivers availability and responsiveness enhances the infants ability to explore their 
environment, whilst approaching or returning to their caregiver for safety when 
necessary. The child organises emotional experience and feelings of security in 
response to parental sensitivity and responsiveness to their affective signals. The 
attachment system therefore has a homeostatic mechanism for modulating anxiety.
The infant learns to deal with stressful circumstances and negative emotion in an 
organised manner by activating its attachment system. The infant develops a mental 
representation of the attachment figure and their expected behaviour. This internal 
working model reflects the history of infant-caregiver interactions and is thought to lie 
at the foundation of attachment (Waters, Posada, Crowell & Lay, 1993; Fonagy,
2001).
A variety of secure base patterns were identified using the “strange situation” 
paradigm (described below) (Ainsworth, Blehar, Water & Wall, 1978; cited 
Ainsworth & Bowlby, 1991). The main conceptual distinction is between those 
attachments described as organised or disorganised. Organised attachments are 
adaptive to the infants’ environment, and allow for a maximum of proximity to the 
attachment figure in order to regulate negative emotions (Main, 1990; cited van 
Ijzendoom, Schuengel & Bakermans-Kranenburg, 1999). Organised attachments may 
be secure or insecure, and insecure attachments are further sub classified into avoidant 
or ambivalent. Avoidantly attached infants minimise the expression of negative 
emotions in the presence of a parent who has previously rejected or ignored such 
emotions. Ambivalently attached infants maximise the expression of negative 
emotion and the display of attachment behaviours in order to draw the attention of a
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caregiver they perceive to be inconsistently responsive (Main, 1990; cited van 
Ijzendoom et al, 1999). Securely attached infants however, may confidently express 
their distress to the parent who provides comfort and serves as a safe base for 
exploration (Ainsworth, et al, 1978; cited Ainsworth & Bowlby, 1991). This allows a 
balance between proximity seeking and exploration of the environment.
Disorganised attachment is seen as maladaptive and reflects the breakdown of an 
organised strategy of emotion regulation. Behaviours such as stilling and freezing 
and direct apprehension or even fear of the parent have been observed in stressful 
circumstances in those infants said to show disorganised attachment (Main &
Solomon, 1990). Main & Hesse (1990) linked disorganised attachment to frightened 
or frightening care giving. Infants are unable to find a solution to the paradox of 
fearing the figures who they wish to approach for comfort in times of distress. The 
essence of disorganised attachment therefore is fright without solution (Hesse &
Main, 2000).
Research has shown that the quality of a child’s early attachments play a powerful 
role in influencing the child’s subsequent social and emotional development (Sroufe, 
1988). Disorganised attachment has been found to occur in families where there is a 
maltreating parent, or where the parent is struggling with unresolved loss (Van 
Ijzendoom et al, 1999) and may lead to stress, aggression, or conduct disorder in 
childhood, a term synonymous with challenging behaviour (BPS, 2004).
Disorganised attachment is therefore thought to be a major risk factor in the 
development of child psychopathology (van Ijzendoom et al, 1999).
The key concepts of attachment theory have received extensive empirical support 
(Rutter, 1995) despite considerable criticism. A comprehensive critique of attachment 
theory is outwith the scope of this essay, and only two relevant criticisms will be 
mentioned here. A major criticism of the theory is its etic nature. Attachment is a 
dynamic concept which must be understood in the appropriate socio-cultural context. 
Although attachment studies have been replicated in non-western countries, its roots
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remain in North America and different cultural values regarding dependency and 
independence should be considered when applying attachment theory. Additionally, 
attachment status is often referred to as a trait like characteristic despite Bowlby’s 
(1980) assertions that attachment relationships can change in response to real-world 
experiences. This approach has been criticised, and a more adaptable approach may 
be to look at concurrent as well as early relationship status in order to understand 
behaviour (Waters et al, 1993).
Despite its many critics, attachment theory has been shown to be a clinically 
important concept in normative samples. Does attachment theory have utility in 
conceptualising challenging behaviour? First, it is necessary to determine whether 
attachment behaviour can be reliably assessed in people with learning disabilities.
Can attachment relationships be reliably assessed in people with a learning 
disability?
Early studies focussed on whether or not people with learning disability could form 
attachment, and despite speculation that the most profoundly learning disabled 
children could not form attachment relationships (Blacher & Meyers, 1983) there is 
no empirical support for this. In order to determine if there is a link between 
attachment and challenging behaviour in people with learning disability, the quality of 
attachment needs to be accurately assessed. Attachment security is thought to be 
reliably and validly assessed in normally developing infants using the Ainsworth 
Strange Situation paradigm (Ainsworth et al, 1978; cited Ainsworth & Bowlby,
1991). The Strange Situation is a brief procedure designed to evaluate a child’s 
responses to separations and reunions with the primary caregiver and to classify the 
quality of the attachment relationship into one of the categories described above (for 
example, secure, ambivalent, avoidant). However, it is unclear whether the same 
assessment is appropriate for children with learning disability and reliability and 
validity data are lacking for clinical samples (van Ijzendoom, Goldberg, Kronnenberg 
& Frenkel, 1992). The group in which the strange situation has been most stringently 
evaluated is in those with Down syndrome. However, there remains inconsistent
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evidence as to the validity of the method in this group. A number of studies have 
found quantitative differences in attachment behaviour in children with Down 
Syndrome when compared with normally developing children (Berry, Gunn & 
Andrews, 1980; Cicchetti & Serafica, 1981). Other studies have found differences in 
the reunion phase when compared with normative samples, which may lead to 
inaccurate classification of children with Down syndrome. It has been argued that 
any differences observed may be due to delayed cognitive and affective growth 
(Cicchetti & Sroufe,, 1976,1978; cited Vaughn, Goldberg, Atkinson et al, 1994) and 
that the strange situation may be of use in developmentally older children (Vaughn et 
al, 1994). Studies which make use of observations at home over a prolonged period 
in addition to the Strange Situation may, however, provide more stable and reliable 
measures (Vaughn et al, 1994). However, in those children with more profound 
disabilities and sensory impairment, reliable measurement may prove very difficult 
due to their profoundly delayed development (Vaughn et al, 1994).
A further problem is the suggestion that disorganised classification should not be used 
when studying infants with mental and/or physical disabilities as these children might 
show behavioural “disorganisation” that result from their disabling condition rather 
than failing to develop organised attachment behaviour (Main & Solomon, 1990).
This has been questioned by a number of authors (Vaughn et al, 1994; Willemsen, 
Swinkels, Bakermans-Kranenburg, Buitelaar, van Ijzendoom & van Engeland, 2000). 
The use of modified Strange Situation ratings used in conjunction with physiological 
measures such as heart rate and cortisol levels, has differentiated for example between 
autistic behaviours and disorganised behaviours, and other authors have found that 
disorganised attachment can be reliably classified (van Ijzendoom et al, 1999).
The assessment of attachment relationships post infancy also poses a problem. As 
features of the attachment relationship become internalised, verbal measures of 
attachment are necessary. Current assessments of attachment in adults, for example 
the Adult Attachment Interview (Main, 1991) and the Adult Attachment 
Questionnaire (Hazen & Shaver, 1987) require the implementation of abstract
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cognitive tasks, and are probably not suitable for use in the majority of the learning 
disabled population (Smith & McCarthy, 1996). One instrument has been developed 
to investigate the attachment-related experiences of people with learning disability 
(Smith & McCarthy, 1996), but is limited by its focus on one aspect of attachment, 
and on the secure-insecure dichotomy (rather than on classifications used in the 
Strange Situation) and also its lack of generalisbility to adults without conversational 
skills.
It therefore remains unclear whether attachment security can be reliably assessed in 
infants with learning disability. This is especially true for categories of secure, 
ambivalent and avoidant. However, there is some evidence to suggest that 
disorganised attachment can be reliably assessed.
What is the special nature of people with a learning disability which leads to 
problems with attachment?
Despite methodological problems in the measurement and classification of attachment 
in people with learning disability, there is general agreement that there is an increased 
risk of insecure attachment, especially disorganised attachment in this population 
(Janssen et al, 2002). The literature indicates five main reasons for this. First, the 
response of parents to the birth of a child with learning disability may lead to 
problems in the development of secure attachment (Esterhuyzen & Hollins, 1997). If 
unexpected, Hollins and Sinason (2000) suggest some parents may need to grieve for 
the perfect child who was expected. Alternatively, a mother may have doubts over 
the viability of her child and may remain unattached (Bicknell, 1983). Evidence 
suggests that parents see the diagnosis of learning disability as a stressful life event 
(Stolk & Kars, 2000; cited Janssen et al, 2002). Resolution of the diagnosis may result 
in a depletion of resources to deal with the demands of caring for a child with a 
disability (Janssen et al, 2002). Some parents may fail to integrate the internal 
working model of the “happy child/family” prior to the diagnosis with an internal 
model based on the real situation (Pianta, Marvin, Britner & Borowitz, 1996), which
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may effect sensitivity and effectiveness of parenting and hence development of secure 
attachment (Pianta et al, 1996; Marvin and Pianta, 1996).
A second factor is the characteristics of the child. The child may have difficulty with 
key attachment behaviours such as feeding, smiling and movement (Bicknell, 1983), 
and those with additional sensory impairments may be less responsive to the 
attachment figure due to an inability to hear her voice, or see her face. Children with 
Down syndrome are generally described as less reactive and clear in their signalling 
behaviour, leading to difficulty in sensitive and responsive parenting (Janssen et al, 
2002). It was thought (Rutter, 1983) that children with autism were unable to form 
attachments due to their apparent inability to recognise and share affective 
experiences. However, evidence suggests (Dissanayake & Sigman, 2001) that autistic 
infants show no impairment in forming attachments, but may be compromised in the 
development of its cognitive representation.
A third important factor may be the learning disabled child’s limited cognitive skill. 
Although only very basic cognitive skills are required in order to use a specific person 
as a secure base, some children with severe and profound learning disability may have 
difficulty developing these and using these skills, especially under stress.
The fourth factor which has been shown to affect the security of attachment is having 
a maltreating parent as an attachment figure. Children with learning disabilities have 
been shown to be over represented in child physical and sexual abuse cases (Friedrich 
& Bonskin, 1976; cited Sinason, 1992, Brown & Craft, 1989). In fact, some authors 
suggest that having a learning disability is a risk factor for abuse (Vizard, 1989; cited 
Moss, 1998). It is unclear why this is, but abusive care giving has consistently been 
shown to be detrimental to the security of attachment relationships (van Ijzendoom et 
al, 1999).
A fifth factor which may affect the quality of the attachment relationship is 
institutionalisation. The transition of children with learning disabilities into
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residential or community care disrupts the caregiver child relationship and hence the 
attachment system (Cassidy, 1999). Additionally, it may be difficult to form further 
secure attachment relationships, due to lack of sensitivity of those providing care 
professionally (Howes, 1999) and high staff turnover.
There are, therefore, many reasons why there may be problems in forming secure 
attachment relationship for people with a learning disability. However, this does not 
necessarily imply that all people with a learning disability will form insecure 
attachments. What are the patterns of attachment in people with a learning disability?
What are the patterns of attachment in people with learning disabilities?
Due to the difficulty in measuring attachment in people with learning disability, 
conclusions regarding patterns of attachment can at best be tentative. In comparison 
with normative populations, there are relatively few studies investigating quality of 
attachment in people with learning disabilities. Studies comparing attachment quality 
of normally developing and learning disabled populations are however available. Van 
Ijzendoom & Sagi (1999) found that two-thirds of western European infants are 
securely attached, while less than half of children with Down syndrome are secure. 
Further, children with a developmental delay and/or autism were significantly more 
likely than children from normative samples to be classified as avoidant (van 
Ijzendoom et al, 1992), however this conclusion is limited by problems in reliable 
assessment. A later meta-analysis, inclusive of the disorganised category, found that 
people with autism, Down Syndrome, cerebral palsy, and other neurological 
abnormalities, showed a significantly greater pattern of disorganised attachment than 
non-clinical samples (van Ijzendoom et al, 1999). This is a particularly persuasive 
finding in light of evidence which suggests that the disorganised pattern of attachment 
has been shown to be reliably measured in this population. It is apparent therefore 
that people with learning disabilities are at high risk of forming disorganised 
attachments. If this is the case, it could be speculated that these individuals may lack 
an organised strategy to deal with anxiety and stress.
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How does the quality of attachment lead to challenging behaviour?
As with other areas of learning disability research, there is a relative dearth of high 
quality studies which inform our understanding of the association between attachment 
relationships and challenging behaviour. In order to address this, relevant research 
from the learning disability field will be first reviewed, and then parallels drawn with 
behaviour seen as challenging in psychiatric populations.
Stress and attachment models
One intuitively appealing model of challenging behaviour is that of Janssen and 
colleagues (2002), which suggests that stress is the mediating variable between 
attachment and challenging behaviour. It is argued that people with learning 
disability may be more likely to experience situations as stressful (Janssen et al,
2002). Supportive evidence comes from physiological studies, for example Chaney 
(1996) who reported that 35 people with profound learning disability found situations 
stressful (indicated by measures such as heart and respiration rate) which were not 
considered stressful or threatening by others. Neumen, Chi & Fleming (2000) found 
comparatively higher levels of cortisol in people with learning disability who engaged 
in self-injurious behaviour versus those with stereotyped behaviour. They may be 
more likely to find experiences stressful due to perceived lack of control over the 
environment, and in some cases due to an inability to communicate needs and desires 
(Janssen et al, 2002).
In response to stress, the homeostatic function of the attachment system serves to 
initiate behaviour to attract the attachment figure for security and protection.
However, when attachment is disorganised, the system breaks down, and the infant is 
unable to deal with perceived stress or threat in an adaptive manner. Evidence 
suggests that the sequelae of disorganised attachment is behaviour perceived to be 
challenging (Fonagy, 2001). Although there is supportive evidence for this link in 
normative samples, there is a lack of empirical evidence in learning disabled 
populations. Hence, this model is purely speculative but would appear to give a
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plausible account of how attachment theory could help us to understand challenging 
behaviour.
The manifestation of separation protest as challenging behaviour 
It has also been argued that some challenging behaviour could be conceptualised as 
separation protest (Clegg & Lansdall-Welfare, 1995). The authors argue that 
understnading challenging behaviour as separation protest makes sense of two 
phenomena observed in people with learning disabilities: it provides a reason for 
some peoples limited exploration of the world, and it explains discontinuities in the 
pattern and intensity of their expressions of anger. The authors describe three case 
studies where the sequelae of ambivalent attachment, enmeshed relationships with 
family members and staff in residential placements or day centres, led to the 
development of extreme behaviours in the form of aggression, binge eating and self- 
harm, in order to attract the attention of attachment figures. An attempt to provide 
empirical evidence for this proposition was provided by a study of a cohort of people 
with learning disabilities of school leaving age (n= 54) (Clegg & Sheard, 2002). A 
survey design was employed, and analysis focussed on one question: ‘Does this 
person over-invest in one or a few relationships which become a source of jealousy?’ 
An association between dependent relationships and challenging behaviours, such as 
anxiety on separation from the attachment figure, was found. The authors conclude 
that a proportion of challenging behaviours derive from insecure attachment.
There are a number of methodological problems with this study, not least the lack of 
definition of challenging behaviour, the small sample size and the reliance on one 
survey question to test the hypothesis. Additionally, as has already been argued, it is 
unclear whether insecure attachment can be reliably measured in people with learning 
disabilities. This therefore provides a less persuasive model.
Similarly, psychoanalytic theorists in psychiatry have linked challenging behaviour in 
those diagnosed with borderline personality disorder, to attachment theory. Adhshead 
(1998) argues that psychiatric staff may become an attachment figure for patients as
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they show the key characteristics of sensitivity and appropriate responses to distress.
If attachment bonds develop between patients and staff, then problems might be 
expected at those times when attachment behaviour is stimulated, such as separations, 
or threats to security. When health care professionals are seen as attachment figures, 
threats to relationships, such as separation, may produce anger and violence. 
Behaviour may be seen to worsen before such a separation, and this may be seen as a 
form of protest. This may result in assaults on the staff themselves, or in acts of self- 
harm. By using these concepts it may be possible to conceptualise challenging 
behaviour in people with learning disabilities. For example, in residential homes or in 
day centres, a high staff turnover has been reported. If an attachment relationship has 
developed between a service user and a member of staff and that person leaves the 
service, then difficult to manage behaviours may follow. However, there is, once 
again, a lack of empirical evidence for this, and hence the model is speculative.
Challenging behaviour and childhood abuse
Another way in which attachment theory has been used to understand challenging 
behaviour, is to link challenging behaviour to personality disorder and childhood 
abuse. A link between borderline personality disorder (de Zulueta, 1999) and 
repeated self-harm, one form of challenging behaviour, has been established in the 
general population (van der Kolk, 1991). One risk factor for borderline personality 
disorder is thought to be disorganised attachment, which may arise as a result of 
physical or sexual abuse during childhood. Disorganisation of the attachment system 
means that these individuals are unable to derive a feeling of security from attachment 
relationships and must resort to other means. One way to understand self-harming 
behaviour is as an attempt to respond to stress. Cutting oneself and stimulating 
endorphins achieve the physiological state of warmth and security which cannot be 
derived from contact with an attachment figure (de Zulueta, 1999). How does this 
relate to challenging behaviour in people with a learning disability? Recent research 
has provided preliminary evidence for the validity of the diagnosis of personality 
disorder in people with learning disability who exhibit severe challenging behaviour. 
This diagnosis was associated with early traumatic experiences such as abuse (Flynn,
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Matthews and Hollins, 2002). It could be hypothesised that the high prevalence of 
abuse and disorganised attachment in people with learning disabilities could lead to 
the development of personality disorder and forms of challenging behaviour. 
Although this link has not been explicitly made in the literature the author feels that it 
is one worthy of further consideration and research.
There are a number of speculative models of how attachment theory could help us to 
understand challenging behaviour, unfortunately they are not supported by empirical 
evidence. A final point to consider is whether the presence of insecure or 
disorganised attachment invariably leads to challenging behaviour.
Do all individuals with insecure attachments demonstrate challenging 
behaviour?
Of course, not all individuals with learning disabilities and insecure or disorganised 
attachment demonstrate challenging behaviour. Van Ijzendoom & Sagi (1999) 
reported that one third of non-clinical samples show insecure attachments, and fifteen 
percent show disorganised attachment (van Ijzendoom et al, 1999). However, not all 
of these people demonstrate either behavioural or psychiatric problems (Fonagy, 
2001). This may be due to three reasons. First, even if the first attachment 
relationship is categorised as insecure or disorganised, Bowlby has argued that 
experiences can change the quality of attachment and hence a secure base may be 
found. Second, the attachment relationship is probably only one in a number of 
biological, social and psychological risk factors, which play an aetiological role in 
challenging behaviour (McClintock et al, 2003). Third, studies which have 
demonstrated a correlation between behavioural problems and attachment status have 
been cross-sectional. Therefore, the quality of attachment observed may be purely an 
indication of the problem (Fonagy, 2001).
Treatment implications
There are ways in which the environments of people with learning disabilities could 
be more containing of patient anxiety and arousal, and provision of a secure base is
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the first step to achieve this. A secure base can offer affective containment and 
anxiety modulation which would allow the patient to develop new skills in 
modulating their own anxiety. Such an approach also allows staff to understand 
disturbed behaviour as manifestations of severe anxiety and arousal in disabled 
individuals and may facilitate a move away from descriptions of the client as 
‘manipulative’ or ‘attention seeking’ (BPS, 2004). Additionally, staff who work with 
people with challenging behaviour report feeling anxious and unsupported in their 
role (Jenkins, Rose & Lovell, 1997) and helping them to understand behaviours may 
help to alleviate some of these feelings. Attachment theory and research suggests that 
attachment behaviour can change in response to interpersonal experiences (Fonagy, 
2001) and a proactive emphasis on anxiety and arousal reduction, combined with 
careful planning of separations and losses might help to reduce tensions and violence.
Conclusions
The dominant approach to understanding challenging behaviour in people with a 
learning disability has been behavioural, and this has proven to form the basis of 
treatment interventions which are often effective. However, current clinical 
guidelines (BPS, 2004) encourage the integration of different models into 
formulations of challenging behaviour, in order to ensure a more person centred 
approach. This essay has examined evidence to determine whether attachment theory 
can be of use in understanding challenging behaviour. Unfortunately, as with many 
areas of learning disability research, this attempt has been marred by a paucity of high 
quality empirical studies from which to draw conclusions. In the authors opinion, the 
literature suggests that the concept of disorganised attachment may be important in 
conceptualising challenging behaviour in people with a learning disability. There are 
a number of models which may help us to understand some cases of challenging 
behaviour as an inability to cope in an adaptive manner with anxiety and stress, a 
phenomenon more often experiences in people with a learning disability. This may 
therefore explain the high incidence of challenging behaviour observed. There is, 
however a lack of empirical evidence for this suggestion, and further high quality, 
longitudinal research is required.
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It is the author’s contention therefore, that attachment theory may be one of several 
models which may be useful in understanding challenging behaviour. It seems 
implausible that one model could explain the many different manifestations of 
challenging behaviour observed in individuals characterised by heterogeneity of 
disorder and unique life experiences. However, considering attachment status as one 
possible aetiological factor in the development of challenging behaviour may help us 
to develop a truly person-centred approach to understanding challenging behaviour in 
people with a learning disability.
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Introduction
The steady rise in divorce rates over the past few decades has been accompanied by 
public concern about the impact of divorce on children (Walker, 2003). The common 
perception is that divorce is bad for children, and that two-parent families provide 
optimal conditions for child development. However, divorce is not a single event but 
a complex series of changes (Wallerstein, 1991). This reconceptualisation occurred 
two decades ago (Hetherington 1979, Wallerstein & Kelly, 1980), and led to 
researchers moving away from focusing upon family structure, to an interest in family 
process. For both children and their parents, there are a whole series of changes 
involved in the process of divorce. From a child’s perspective, divorce represents an 
ongoing aspect of family life that may exert its effects in different ways throughout 
childhood, adolescence and adulthood (Wallerstein, 1991). However, although 
researchers agree that divorce may have detrimental effects on the psychological 
adjustment of children, the extent of these effects and the diversity of outcomes is 
fiercely debated. This essay seeks to clarify the answer to the question, is divorce bad 
for children?
Based on the increase in divorces over the last three decades, it is important to 
understand the impact of divorce upon children’s adjustment, so as to support and 
inform families, and allow clinicians to apply empirically based interventions as 
required. However, in order to develop a coherent argument as to the effect of 
divorce, it is first important to define what the phrase “bad for children” actually 
means. This phrase has been interpreted to mean that divorce has detrimental effects 
on children’s psychological adjustment. This broad term covers a variety of areas; 
externalising and internalising behaviour, academic achievement, cognitive 
development, and interpersonal functioning (Amato & Keith, 1991). However, these 
different aspects of functioning are often not differentiated in the literature when 
examining the effects of divorce on children, but alluded to under the umbrella term 
of psychological adjustment. For this reason, this term will be used in this essay to 
evaluate the effects of divorce.
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The term divorce also requires clarification. Legally, divorce and marital separation 
are two distinct entities. Many of the processes involved in separation are however, 
the same as divorce (with the exception of the legal process itself) and therefore 
involve the same transitions for both parents and children. A great deal of research in 
this area fails to distinguish separation from divorce. This is not necessarily 
problematic, after all, would a child of four be able to differentiate the two? For the 
purposes of this essay, no distinction between divorce and separation will be made, 
but the two events will be referred to by the single term divorce.
What is apparent from the literature is that there are a range of conceptual and 
methodological approaches to the question of the effects of divorce, and this, in 
addition to the way in which data has been interpreted and reported, has led to what 
may be perceived as rather polarised views of the long-term effects of divorce on 
children. Vitally, inconsistency in findings extends further than scholarly academic 
debate. The conclusions which are drawn, and the way in which results are reported, 
have the potential to influence public policy and professional practice (Braver & 
Cookston, 2003). Whilst there is substantial evidence for a difference between 
separated and intact families on measures of psychological adjustment, it is the extent 
and cause of these differences which is under debate. It is the author’s position that 
processes associated with divorce, as opposed to divorce itself, may increase the risk 
of poor psychological adjustment of children through the life span. Long-term 
detrimental effects are not, however, inevitable. What determines children’s 
adjustment is a combination of risk and resiliency factors, with one of the most 
important mediating factors being parental conflict. It is this unique combination of 
factors which leads to the adjustment of the child and accounts for the enormous 
variability in outcomes for children whose parents divorce.
The arguments in this field have the potential to be value-driven. Demo (1993) 
described the research in this field as problematic due to ‘the persistent (if often 
implicit) valuation of traditional nuclear family ideology’ (pg 43). The way in which 
society constructs divorce has potential effects on the design and interpretation of
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research and on consequent debate, and this essay will therefore begin by considering 
the social context of research. A discussion of the main methodological approaches in 
this field and their limitations will follow. The major findings from the literature will 
be reviewed, and the conceptual approaches shaping this research considered. The 
evidence for parental conflict as a possible mediating factor of the effect of divorce on 
psychological adjustment will then be addressed. Finally, an attempt will be made to 
draw conclusions from the research, with the aim of drawing upon and reconciling 
disparate views. This essay will argue that whilst there is substantial evidence for the 
statement “divorce is bad for children”, negative effects are in no way inevitable, but 
mediated by a combination of risk and resiliency factors.
What is societies perception of divorce?
The prevailing, “common-sense” view is that divorce is bad for children, and that it is 
a public policy problem to be solved (Braver & Cookston, 2003). This has been 
shaped by the “knowledge” and wisdom derived from interpretations of research. 
However, knowledge could be argued to contain and communicate values and beliefs 
(Coltrane & Adams, 2003). Perhaps inevitably, the values and beliefs that researchers 
hold impact upon the research questions asked, and the methodologies used to answer 
them, and this appears to be especially true for research into the effects of divorce.
For example, the language used to describe the impact of divorce upon children by 
one leading researcher, Judith Wallerstein, is strong and provocative. At times, 
Wallerstein makes generalisations about the effects of divorce which are not entirely 
supported by the data (Kelly & Emery, 2003; Amato, 2003). A number of critics have 
questioned her underlying beliefs and the impact of these on her writing (Walker, 
2003, Coltrane & Adams, 2003). Unfortunately the popular press have used 
conclusions drawn from Wallerstein’s work to inform society about the perceived 
effects of divorce, which have been interpreted to be detrimental and universal. 
However, even a brief review of other research in this field reveals that it is 
substantially uncertain that the effects of divorce on children are universally negative. 
Researchers should make explicit their own values and theoretical perspectives when
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interpreting their findings and explaining the processes that lead to particular 
outcomes for children.
Thinking about these issues led the author to reflect upon her own position in relation 
to divorce, and whilst it is somewhat inevitable that one’s own beliefs will shape 
choice and interpretation of material, by holding these in mind, the author gained 
objectivity that would not otherwise have been possible. It has also allowed 
conclusions to be drawn which are contrary to and more objective than her value- 
based views.
Why are there conflicting research findings on the effects of divorce on children?
Much of the early research in this area was based on a deficit model of divorce, which 
was guided by the belief that a two-parent family structure was necessary for the 
development of a well-adjusted child and that divorce was a traumatic event which 
had severe and enduring negative effects on children’s adjustment (Hetherington & 
Stanley-Hagan, 1999). In order to obtain evidence for these beliefs, researchers 
employed cross-sectional designs, which measured functioning at one time point. 
These studies often recruited small samples, with the limitation of low statistical 
power, non-randomly recruited samples, sometimes derived from clinical populations 
and no comparison group which made it impossible to reliably attribute observed 
effects to divorce (Hetherington & Stanley-Hagan, 1999). Data from these early 
studies were interpreted to suggest that divorce causes significant impairment to the 
well-being of children, thereby overlooking the vital fact that cross-sectional research 
can only investigate the association between two factors (e.g. divorce and children’s 
adjustment) and in no way implies causation. The question of generalisbility of 
findings only began to be addressed in later research which moved away from non- 
random clinical samples to more representative, random, non-clinical populations 
(Dunn, 2004). To address the limitations of cross-sectional research, longitudinal 
designs were employed, some prospective, some retrospective, which made it possible 
to control for a variety of pre-divorce factors, and included a never divorced 
comparison group.
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A further source of contention in the literature is the sole reliance on either 
quantitative or qualitative methods. The qualitative approach to research in this field 
is most frequently associated with Wallerstein, and has the benefit of providing subtle 
and detailed data, which can capture the richness and complexity of each individual’s 
experiences (Amato, 2003). However, this approach has been criticised by some 
(Kelly & Emery, 2003) due to the difficulty in replication of the data.
Quantitative methods have the advantage of being more easily replicable, due to 
standardisation of questioning, and more generalisable due to the use of population 
sampling (Amato,2003). However, these methods are also limited as the reliance on 
group means can mask individual differences, and the use of questionnaires constrains 
the ability of individuals to convey the complexity of their experiences (Wallerstein & 
Lewis, 2004).
There is a need in this field for studies of greater methodological quality, utilising 
prospective (so as to control for pre-divorce factors), longitudinal designs, random 
non-clinical samples, both quantitative and qualitative methods, and measures of 
functioning from the differing perspectives of children, parents and teachers. There is 
currently however, a dearth of this high quality research, and until this work is 
conducted, many questions will remain unanswered.
Further, there is a necessity to consider divorce in the wider context of the system’s 
cultural beliefs, values and attitudes. What is striking in the literature is the 
abundance of research conducted with white, middle-class, and North American 
families. It is unclear how this generalises to families within different religious, 
cultural, and ethnic contexts. For example, divorce occupies a very different place in 
Muslim, Christian and Jewish cultures (Walker, 2003). It is known that the divorce 
rate is high in African-American families (Hetherington and Stanley-Hagan, 1999), so 
why hasn’t more research on the effects of divorce been carried out in these 
populations? Also, early research conducted during the 1970’s may lack
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generalisbility to families undergoing divorce today, due to family law reforms and 
societies changing perception of divorce.
The methodological limitations noted and theoretically diverse explanations, make the 
task of drawing conclusions about the effects of divorce difficult. The next section of 
this essay will examine the major research findings on the effect of divorce and the 
influence of different conceptual approaches to research.
What is the effect of divorce on children?
Due to the prodigious number of cross-sectional studies and limitations of this 
approach, evidence for the effect of divorce on children will focus upon meta­
analyses, review articles and longitudinal studies when considering the research 
evidence for the statement “divorce is bad for children”. This is with the exception of 
one study known as the Exeter Study (Cockett & Tripp, 1995), which was included as 
it is one of the few British studies in the evidence base. In particular, the review will 
focus upon the seminal work of both Judith Wallerstein and Mavis Hetherington, 
whose work began as cross-sectional studies, but were later extended into longitudinal 
projects.
Two groundbreaking meta-analyses, conducted by Amato & Keith (1991) and Amato 
(2001), reviewed 92 and 67 studies respectively (including both cross-sectional and 
longitudinal designs), which compared children living in divorced single-parent 
families with children living in continuously intact families on measures of well­
being. Amato & Keith’s first meta-analysis (1991) concluded that children of divorce 
experience a lower level of psychological adjustment than do children living in 
continuously intact families. However, the reported effect sizes were small. 
Comparison of measures of conduct and father-child relations between divorced and 
non-divorced families produced the largest, albeit modest, mean effect size (standard 
deviation of 0.25). Insubstantial differences in mean effect sizes for psychological 
well-being, self-concept and social adjustment were found (standard deviation of 0.1). 
Further, the effect sizes reported varied significantly between studies, and this was
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mediated by study characteristics. Generally, studies using a weaker methodology 
(for example smaller sample size, single item measures, lack of control group) found 
larger effect sizes (Amato and Keith, 1991).
This analysis also sought clarification over issues such as the implications of divorce 
according to gender, and between different age groups. There had been a general 
consensus within the literature until this review, that the effects of divorce were more 
detrimental for boys than for girls. However, Amato and Keith (1991) found that 
gender differences were not as large as supposed, and that overall the effects are 
similar for boy and girls. Additionally, it was found that few studies conducted direct 
comparisons of children from different age groups, but mean effect sizes were largest 
for children of primary and secondary school age, suggesting that it is for these two 
age groups that divorce is the most detrimental. A significant limitation of the studies 
included in this meta-analysis, was that few reported at which time point post divorce 
the study was conducted. Therefore, the effect of divorce over time is unclear. 
Analysis of the few studies that reported this data found that conduct problems 
became less pronounced over time, however it is unclear how other areas of 
psychological adjustment change.
The results of Amato’s second meta-analysis (2001) supported those of the first.
After controlling for methodological characteristics, studies conducted in the 1990’s 
were found to report larger effect sizes than those conducted in the 1980’s. A 
curvilinear trend with respect to year of publication was psychological adjustment. 
The author suggested two explanations for this change. First, over time, as divorce 
became more acceptable to society, Amato (2001) suggested that spouses who were 
moderately dissatisfied with their relationship (hypothesised to be low-discord 
marriages) as compared with extremely dissatisfied (hypothesised to be high discord), 
felt able to divorce. Research suggests that low-discord marriages that end in divorce 
appear to be especially distressing to children, thereby accounting for the larger effect 
sizes reported (Amato, Loomis & Booth, 1995). Second, the gap in economic well 
being between divorced and non-divorced families has been found to be increasing
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(White and Rogers, 2000; cited Amato, 2001), with predicted detrimental effects on 
children. However, no direct evidence for these two suggestions exists.
However as mentioned, these meta-analyses cannot provide decisive conclusions 
regarding the effects of divorce on children over time. This is due to the continued 
over-reliance on cross-sectional methods and the neglect on the behalf of the 
researchers to clearly indicate the length of time since divorce or separation that the 
study was conducted. There is a consensus in the literature that the immediate 
aftermath of divorce will be stressful and have detrimental effects for children and 
parents (Hetherington, Cox & Cox, 1985; Wallerstein & Kelly, 1980; Guidabaldi, 
Cleminshaw, Perry & McLoughlin, 1983), however, the longer-term effects are less 
clear-cut. This is one of the more contentious issues in the divorce research literature. 
By conducting longitudinal research, the longer term effects of divorce began to attain 
clarity, and with it the understanding that it is not the event of divorce per se that may 
lead to detrimental effects for children and families. Instead, factors preceding 
divorce, and the multiple life changes which follow divorce, such as moving home 
and school, changes in relationships with parents, and conflict between parents, may 
mediate long term outcomes.
Long-term prospective studies, analysing large data sets, have provided substantial 
evidence as to the processes associated with divorce. These studies arose somewhat 
by chance, due to parents divorcing during longitudinal investigations of personality 
and cognitive development in children in the U.S. (Block, Block and Gjerde, 1986; 
1988), perinatal mortality in the UK (Cherlin, Furstenberg, Chase-Lansdale, Kieman, 
Robins et al, 1991) and a national study of well being of children in the U.S. 
(Furstenberg, Morgan & Allison, 1987). Overall, these studies concluded that 
children whose parents had divorced were found to show lower levels of 
psychological adjustment than those whose parents had not divorced. However, in the 
medium term (up to adolescence) the effects of divorce were diminished if pre­
divorce factors such as behaviour problems, achievement level and family difficulties 
were controlled for. This trend was found to a greater degree in boys (Cherlin et al.
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1991). For the first time, differences between the two groups which had been 
considered to be caused by divorce, were shown to be present pre-divorce. However, 
the question of post-divorce factors and the longer-term effects of divorce on children 
remained to be answered. The longitudinal studies of Wallerstein and colleagues 
(1991; 2004) and Hetherington and colleagues (2003), driven by different theoretical 
stances, have attempted to address this question.
Conceptual approaches to divorce research
There are two major conceptual approaches which have driven research into the 
effects of divorce. These are the risk and resiliency models, which Hetherington and 
others have employed, and the psychoanalytic-clinical perspective employed by 
Wallerstein, by Kalter (1987) and by others (Wallerstein, 1991).
The psychoanalytic-clinical perspective, advocated by Wallerstein uses object 
relations theory to understand the impact of divorce upon children. According to this 
view, the child internalises not only his or her view of and relationship with each 
parent, but also the perceived relationship between the parents. Wallerstein (1991) 
suggests that the failure of the marital relationship is likely to have a lasting impact on 
the young person’s inner developmental course. According to this view, long-term 
effects of divorce would be universal and detrimental, and effects children functioning 
well into adulthood, especially in relation to the development of intimate 
relationships. Wallerstein (1991) suggests that in addition to the normative 
developmental tasks of growing up, children whose parents have divorced face 
additional and difficult tasks.
Wallerstein’s research began at the time of parental separation, and the group were 
followed up at 18 months, five years, ten years and 25 years post-divorce 
(Wallerstein, 1985; cited Wallerstein, 1991; Wallerstein & Lewis, 2004). Critics of 
Wallerstein have objected to the methods used. For example, no comparison group 
was included until the 25-year follow-up study, and the exclusive reliance upon 
qualitative techniques means that reliable conclusions are difficult to draw and hard to
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replicate. The sample was not selected randomly diminishing the generalisbility of 
the findings. Further, although participants were recruited from family law attorneys 
the researchers offered counselling in exchange for participation, and some authors 
have suggested that the sample may have been biased towards those parents who were 
adjusting poorly to separation (Amato, 2003). At five years post-divorce, Wallerstein 
reported that children’s psychological adjustment was correlated with relationships 
within the family and the quality of parenting. One-third of the children were 
reported to be suffering from moderate to severe depression. At ten years, a 
difference was found dependent on the age of the child at the time of divorce. For 
those who had been under the age of five, there appeared to be no significant 
detrimental effects of divorce, with the majority showing adequate or good 
psychological adjustment. However, for those who ranged in age between 19 and 29, 
Wallerstein reported significant effects in developing and maintaining romantic 
relationships. This finding was supported by data collected at the 25-year follow-up. 
Wallerstein and Lewis (2004) suggest that divorce is not an acute stress from which 
the child recovers, but is a life-transforming experience. As children of divorce lack 
an internal working model of adult intimate relationships, the ability to foster adult 
intimacy and mutual affection is decreased. Wallerstein described the universal 
negative effects of divorce, and suggests its most profound long term effects to be 
upon the ability to form and maintain close intimate relationships.
The generalisbility of Wallerstein’s relatively small U.S. sample to U.K. is 
questionable. However, support for Wallerstein’s work was provided in the Exeter 
study by Cockett & Tripp (1995). This pilot qualitative study, with a small sample 
size of 152, found larger effect sizes than most of the other research on the effects of 
divorce on children. It was reported that children who experienced multiple 
transitions (for example the remarriage of divorced parents) were shown to have the 
greatest number and proportion of adverse outcomes. A contentious issue is the way 
in which results from these studies were interpreted and reported. Researchers 
(Walker, 2003) have criticised the fact that these studies emphasised the universal 
legacy of divorce, and emphasised pain and poor adjustment, with little attention paid
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to children’s resilience and their capacity to cope with major life transitions (Walker, 
2003). Whilst the data from these studies does demonstrate that divorce has a 
detrimental effect on adjustment, they do not support the contention that this effect is 
unavoidable. Therefore, the main criticism of this research is the treatment of 
children whose parents have divorced, as a homogeneous group, with inevitably poor 
psychological adjustment, thus disregarding the heterogeneity of outcomes possible,
Divorce and separation undoubtedly have the potential to be difficult to adjust to, due 
to the sheer number of transitions involved. However, rather than assuming that 
detrimental long term negative effects are inevitable, risk and resiliency models 
emphasise the complexities of interacting factors relevant to adjustment, with some 
increasing risk and others increasing resiliency. Personality characteristics of the 
individual child, the age and gender of the child, subsequent stressful life experiences 
(such as moving home, schools, remarriage), parental conflict, and quality of 
parenting, are all potentially important factors in determining adjustment. None of 
these factors are static, but change before, during and after divorce and over the life 
course (Hetherington & Stanley-Hagan, 1999). This model attempts to reflect the 
diversity in adjustment which have been observed in children whose parents have 
divorced.
The longitudinal research of Hetherington and colleagues has been influential in 
shaping the risk and resiliency perspective. Hetherington’s research, using 
quantitative methodology and self-report questionnaires, was conducted in the United 
States, and compared a divorced group of families with a matched group of non- 
divorced families over twenty year follow-up, beginning when the children were aged 
four. Whilst the sole reliance on quantitative measures can be questioned, aspects of 
Hetehrington’s research have been replicated in other longitudinal studies (Cherlin et 
al, 1991; Chase-Lansdale, Cherlin, Kieman, 1995). Hetherington, in various reports 
of her research, has concluded that the during the first two years post-divorce, 
children are often depressed, anxious, angry, demanding, noncompliant, and antisocial 
and experience a drop in academic performance (Hetherington & Stanley-Hagan,
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1999). She has reported that divorce is associated to the greatest extent with 
externalising disorders, but also, albeit to a lesser extent, with internalising disorders. 
Difficulties in relationships with parents, siblings, peers, and teachers have also been 
found. However, these problems decrease over time, although on average, children 
whose parents have divorced show diminished psychological adjustment when 
compared with children with non-divorced parents. Importantly, if we focus on the 
percentage of children who demonstrate problems in psychological adjustment as 
opposed to the mean difference in adjustment between children form divorced and 
non-divorced families, it is interesting that 20-25% of children from divorced families 
compared with 10% of children from non-divorced families show problems in 
adjustment (Hetherington & Kelly, 2002; cited Kelly & Emery, 2003). Therefore, 
whilst there are statistically significant differences in levels of adjustment between the 
two groups, the majority of children whose parent’s divorce are well-adjusted, and fall 
within the normal range of functioning (Kelly & Emery, 2003).
These findings persist into adulthood (Hetherington, 2003) with children with 
divorced parents experiencing a variety of psychological and interpersonal problems. 
This finding was supported by Cherlin and colleagues (1995) who showed that even 
after controlling for pre-divorce factors, children from divorced families experienced 
serious psychological difficulties after they reached adulthood which had not been 
foreseen from observed functioning at previous time points. Additionally, although 
some children experience few problems immediately after divorce or separation, 
problems may emerge later in life, during adolescence and early adulthood, when new 
developmental stages are encountered. However, adverse effects on children are not 
universal, but mediated by risk and resiliency factors. One mediating factors which 
has, perhaps, received the greatest amount of research attention is parental conflict, 
and the next section of this essay will examine the evidence for parental conflict as a 
risk factor for poor psychological adjustment in children.
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The psychological effects of parental conflict on children
There is evidence from many studies that intense parental conflict poses severe threats 
to the psychological health of children, whether the family is divorced or remains 
married (Emery, 1982,1988; Long et al, 1988; Rutter, 1971; Zill & Peterson, 1983; 
cited Wallerstein, 1991). According to this perspective, the observed problems in 
psychological adjustment post divorce are mediated by interparental conflict, prior to 
and during the process of separation (Amato & Keith, 1991). It is possible to 
distinguish between the effects of parental conflict pre- and post-divorce. Children 
who move from a conflictual, abusive or neglecting family situation to a more 
harmonious one show diminished problems following divorce, and for this group of 
children, divorce has been argued to be beneficial (Amato, Loumis & Booth, 1995). 
But, for those children whose parents’ relationship is low in conflict before divorce, 
the effect of divorce is more negative (Booth & Amato, 2001).
Findings from studies of the impact of post divorce conflict and children’s adjustment 
have been mixed. Booth and Amato (2001) reported no association between post 
divorce conflict and later adjustment in young adults. Others have found that marital 
conflict is a more potent predictor of post divorce adjustment than is post divorce 
conflict (Buehlar, Krishnakumar, Stone, Anthony, Pemberton et al, 1998).
Conversely, Hetherington (1999; cited Kelly & Emery, 2003) found that post divorce 
conflict had more adverse effects than did conflict in the married families. Kelly & 
Emery (2003) suggest that the varied findings may reflect the use of different 
measures of conflict and adjustment, a failure to differentiate between types of 
conflict after divorce, parental styles of conflict resolution, and the extent of direct 
exposure of the child to anger and conflict.
Interparental conflict is thought to affect children in several ways. Children react to 
interparental hostility with negative emotions, such as fear, anger, and distress. 
Children also tend to be drawn into conflict between their parents and are sometimes 
forced to take sides, resulting in deteriorations in parent-child relationships and
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general family cohesiveness (Amato, 1996). Furthermore, through modelling verbal 
or physical aggression, parents may indirectly teach their children that fighting is an 
appropriate method for dealing with disagreements. Finally, children may attribute 
blame for conflict between parents to themselves, particularly young children who 
tent to be egocentric (Grynch & Fincham, 1990).
The literature provides strong support for the perspective that parental conflict 
mediates the effect of divorce on children’s adjustment. For those children who 
experience high levels of conflict pre-divorce, and move to low levels post-divorce, 
the effects of divorce are potentially beneficial. However, for those who experience 
low levels of conflict before divorce, and high levels after, the effects are less clear- 
cut. It is probable that level of conflict, although important, is only one of a range of 
mediating and moderating variables which determine psychological adjustment 
following divorce. Therefore, whilst divorce may be detrimental to children, long­
term outcomes may be mediated by life changes following divorce. For some 
children, consequent life changes such as a decrease in conflict, means that divorce 
may be beneficial.
Conclusions
Despite contradictory findings in the literature regarding the size of the effect and 
how inevitable and enduring the effects are, evidence from meta-analyses and 
longitudinal studies converge to suggest that there is substantial evidence to support 
the view that divorce is bad for children. This is despite the use of different 
methodologies and different conceptual approaches. Children whose parents have 
divorced are significantly more at risk of having behavioural, internalising, social and 
academic problems when compared with children from continuously married families 
(Kelly & Emery, 2003). Longer-term effects have also been reported and as children 
from divorced families reach adulthood, they report more dissatisfaction with their 
marriages and are more likely to divorce (Amato, 2001). Further research, conducted 
with greater methodological vigour is required, as generalisations of these findings to
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contexts other than the middle-class, North American and U.K. populations which 
formed the research samples may be limited.
However, a bone of contention is how universal these negative effects are. Compared 
with the 10% of children in continuously married families who have problems with 
psychological adjustment, the figure in children from divorced families is 20-25%. 
What this tells us is that although divorce may have detrimental effects on adjustment, 
the majority of children from divorced families are well-adjusted and resilient to the 
effects of divorce (Amato, 2001; Hetherington & Stanley-Hagan, 1999; Kelly & 
Emery, 2003). There is substantial evidence to indicate that there are a number of 
protective factors (competent parenting, diminished conflict) that may moderate the 
risks associated with divorce, and contribute to the variability in outcomes observed. 
For those children subject to high conflict, violent marriages, divorce may have 
beneficial effects (Booth & Amato, 2001).
Recognising that both positive and negative outcomes are possible, and 
acknowledging factors which decrease risk and promote resiliency, has potential 
implications for providing support, advice and information for families. This may 
help them deal with the complexities associated with separation and divorce. Whilst 
the stresses of divorce for children should not be minimised, the recognition that 
outcomes are often positive is vital for the development of public policy and to begin 
to change societies negative perceptions.
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Introduction
Growing old involves a series of transitions (Scrutton, 1999), which can entail a 
multitude of significant losses. These may invoke severe chronic stress which can 
contribute to a decline in physical and mental health (Caplan et al, 2005). The ability to 
cope with and adapt to significant losses is especially important in later stages of life, as 
at no other time in life are people more apt to experience such profound and irrevocable 
losses within the span of a few years. However, despite this, old age is not necessarily a 
time of grief and misery and many older people adapt to losses well and continue to 
develop. This essay seeks to describe how psychological theory and therapy can make a 
contribution to working with issues of loss and bereavement in relation to this population.
First, it is important to define both the population we are addressing and the experience to 
be considered. An older person is usually defined, rather arbitrarily, as being a person 
over the age of 65 (Britton & Woods, 1999). Many have criticized this definition (e.g. 
Scrutton, 1999) suggesting that it is wrong to consider older people as a homogeneous 
group with similar needs based on their chronological age. Each person is a product of 
their own life experiences, their social relationships, employment history and physical 
and psychological health, and it is this that governs their response to life transitions. The 
heterogeneity of this group and their diverse reactions to loss and bereavement, as shaped 
by their emotional and social context, need to be considered in psychological theories and 
therapies.
The natural reaction of humans to loss and bereavement is grief (Archer, 1999). There is, 
however, considerable confusion about the nature of grief, the impact of different ways of 
coping with it and what its resolution is. Whilst grief is a universal feature of human 
existence, the form that grief takes varies greatly as a result of the emotional and social 
context and the cultural traditions within which it operates (Archer, 1999). There is no 
one valid way for people to make sense of and live with the experience of loss (Ingram et 
al, 2000). Whilst many adapt to grief, some people experience difficulty in adjusting to
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loss. However, the very definition maladaptive grief is generated in particular social 
milieus (Stroebe et al, 1992) and actions deemed maladjusted in one culture may be fully 
acceptable in another. In western societies, maladaptive coping or complicated grief 
manifests itself in functional impairment. It is defined as the experience of distress 
accompanying bereavement that fails to follow normative expectations and may so be 
either chronic, absent/delayed or inhibited or traumatic (Stroebe, W. et al, 2005). This 
definition perhaps reflects the prescriptive nature of some psychological theories which 
describe one normative route through grief, with variations seen as pathological. Within 
this essentialist, western culture, psychological theory seeks to explain the process of 
adjustment to loss, whilst psychological therapy aims to facilitate adjustment both in 
those with “normal” grief and in those who suffer significant distress or secondary mental 
or physical health problems due to complicated grief.
This essay will begin by discussing the types of loss that this population experience, the 
possible detrimental consequences of this, and observations of patterns of coping with 
loss. The risk factors for difficulty in coping with loss in older people will also be 
outlined. The increased incidence of loss in old age, whilst acknowledged, is not 
reflected in theorising about adjustment to loss, and perhaps reflects the fact that loss in 
this age group is seen as inevitable and easier to adjust to (Parkes, 1985). Does this 
represent a form of ageism (Britton & Woods, 1999)? The literature which is specific to 
loss in older people concentrates on spousal bereavement, and as similar reactions and 
processes to other losses are thought to be involved, the main focus of this essay will be 
on adjustment to bereavement. The main psychological theories of grieving will then be 
outlined, and their limitations in accommodating issues of social and emotional context, 
and cultural diversity and difference considered. Finally, the types of psychological 
therapy available for complicated grief and their efficacy will be reviewed. It is the 
author’s contention that while psychological theory helps us to conceptualise (mal-) 
adjustment to loss, only limited research is available which is specific to older people, 
and their ability to conceptualise diverse responses to loss is varied. There are a plethora
73
Volume 1 -  Academic Older People Essay
of treatment interventions available, only some of which have been shown to be effective. 
Due to the diversity of this population, both in terms of emotional and social context and 
cultural diversity, each theory and therapy has aspects which are potentially of use in 
conceptualising and intervening with issues of loss. It is therefore argued that an 
integrative approach is necessary. Further research needs to be conducted to establish an 
evidence-base to guide practitioners when working with issues of loss in this population.
What are the issues of loss and bereavement in relation to older people?
Older people may experience a variety of forms of losses including loss of employment, 
role, health, independence and close relationships through death and disability (Scrutton, 
1999). Most people who lose a spouse in later life will be female (due to the lower life 
expectancy of men) and loss often occurs within the context of other losses. Importantly, 
even though loss is generally painful, only a small minority of bereaved persons have 
difficulty in adjustment and suffer enduring health impairment (Stroebe, M Schut & 
Stroebe, 2005). The resilience of older adults should not be forgotten. However, it is 
important to determine who is at risk of poor adjustment or complicated grief, so that 
appropriate interventions for the individual and/or their family can be offered (Parkes, 
1985).
Evidence suggests that, in comparison with younger people, older people tend to 
experience fewer severe grief reactions and show lower levels of distress and mental 
health problems (Breckenridge et al, 1986). However, it is possible that the expression of 
grief is different in older people, with physical symptoms more commonly seen than 
psychological (Woods, 1999). There may also be differences in the time course of grief, 
with a longer ‘recovery’ time observed. There are therefore differences in the way that 
older people experience and adjust to grief, and this needs to be reflected in our 
conceptualisations of difficulties and interventions with this client group.
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Bereavement has been identified as a major risk factor for depression and suicide in older 
people (National Service Framework for Older People, 2001). In one study, about one 
third of widowed older people met DSM-III criteria (American Psychiatric Association, 
1980) for major depressive episode one month after loss, decreasing to 15% one year 
after loss (Prigerson et al, 1996). It is, however, particularly difficult to make the 
distinction between feelings of depression caused by bereavement and clinical depression 
in older adults, due to the somatic complaints which may characterise both (Breckenridge 
et al, 1986). In addition to depression, increased rates of anxiety and of alcohol, sedative 
and tobacco use have been found, as have increased rates of suicide and cirrhosis. An 
increased risk of mortality in the 7-12 months following spousal loss has been reported 
(Stroebe & Stroebe, 1993), one cause of which is heart disease which has led to the 
concept of dying from a “broken heart”.
What are the risk factors for complicated grief? A number of factors which are unique to 
the bereavement process in older adults puts them at risk for adjustment difficulties 
(Pachana, 1999). Where the person has a relationship where tasks were rigidly divided, 
and now has difficulty in learning the skills required to take on the deceased person’s 
roles, adjustment may be problematic (Woods, 1999). People who already have physical 
or emotional health problems such as depression often find that their pre-existing 
problems worsen following the loss (Osterweis, 1984). The presence of concomitant 
stressors confers vulnerability as this appears to lead to a negative appraisal by the 
individual of his or her ability to cope with the loss. Low self-esteem, or a sense of the 
bereavement being out of control are also risk factors. Older persons who lose loved 
ones to violent and unexpected deaths, such as suicide, can also be expected to have more 
difficulty adjusting because of the sudden disruption to their lives and the painful 
emotions, such as anger, and guilt, that are typically felt and have been described in other 
populations following traumatic loss. Finally, the nature and meaning of the lost 
relationship also affects the process of bereavement (Morgan & James, 1994). Therefore, 
to understand the diversity of reactions to losses, one must understand the specific
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meaning of the loss to the individual (Wortman & Silver, 1989), and be aware of social 
and emotional risk factors for difficulty in adjusting.
Loneliness is likely to be a particular problem where the spouse was the main companion, 
and where there is no new partner (Lund, Caserta & Dimond 1993). Social support, 
which has been found to be a reliable predictor of recovery from loss, is often missing in 
the lives of older people, especially when they lose their lifelong companion (Morgan & 
James, 1994). Studies of a large sample of widows in Chicago (Lopata, 1993) showed 
that the greater the woman’s dependence on her husband, or their interdependence, the 
less she was able to cope with life after he died. The severance of a relationship which 
has been central to the person’s life must be influential in determining response to loss. 
The bereaved may also suffer social restrictions since activities which were open to 
couples may be closed to the widowed (Benbow et al, 1990).
Therefore, for older people, bereavement does not involve just the difficulty of the loss of 
the deceased, but also the task of adjusting to a social world without a person who may 
have been at their side for more than 50 years. Their response is therefore dictated by a 
range of social and emotional risk factors, and expressed according to cultural 
expectations. The following section considers how psychological theory can understand 
issues of loss in relation to older people, specifically in relation to emotional and social 
context and cultural diversity.
How can psychological theory make a contribution to understanding issues of loss 
and bereavement?
Whilst early theories, rooted in the psychoanalytic tradition tended to prescribe one 
normal pattern through coping with loss, with exceptions to this path seen as 
pathological, more recent theorists have begun to acknowledge the heterogeneity of 
adaptive responses possible, and have looked at the causes of these differences.
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The dominant conceptualisation until the last decade, was based on the psychoanalytic 
model (Costello & Kendrick, 2000). Freud (1917; cited Stroebe, W., Schut & Stroebe, 
2005) conceptualised love as the attachment of libidinal energy to the mental 
representation of the loved person. After death, the survivor’s libidinal energy remains 
attached to the deceased. The emotions invested in the deceased have to be detached to 
enable the person to form new attachments. According to Freud (1917;cited Stroebe, W., 
Schut & Stroebe, 2005), the psychological function of grief is to free the individual of 
his/her ties to the deceased, gaining gradual detachment by means of reviewing the past 
and considering the future. Psychoanalytic theory suggests that grief work is central to 
resolution. Although generally poorly defined, Stroebe (1992) provides the following 
definition:
" a cognitive process of confronting a loss, of going over the events before and at the time 
of death, of focusing on memories and working toward detachment from the deceased. It 
requires an active, ongoing, effortful attempt to come to terms with loss...one needs to 
bring the reality of loss into one’s awareness as much as possible and ... suppression is a 
pathological phenomenon” (Stroebe, 1992, pg 19-20).
Despite a lack of empirical evidence, the psychoanalytic framework continues to be 
influential in research and practice. Wortman & Silver (1989) examined the empirical 
evidence to support five assumptions of the grief work hypothesis. First, that distress or 
depression is inevitable, second that distress is necessary and a failure to experience 
distress is indicative of pathology, third that people must work through or process the loss 
in order to recover, fourth that people will go through a phase of intense distress but then 
recover and return to normal functioning, and fifth that individuals will reach a state of 
resolution regarding what has happened. They found that limited research had examined 
these assumptions systematically, but the work available failed to provide support. 
However, these assumptions have been accepted in both the scientific and wider 
communities as true and necessary for the resolution of grief.
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Bowlby (1980; cited Archer, 1999) conceptualised grief as a form of separation anxiety, 
and hence its form and resolution is dependent upon the type or security of the 
attachment between the deceased and bereaved. Secure attachment was hypothesised to 
lead to adaptation to grief, whilst anxious dependent attachment was related to chronic 
grief, and avoidant attachment to prolonged grief. Bowlby was the first to describe the 
process of adjusting to a world without the lost object in terms of phases or stages; shock 
and numbness, searching and yearning, disorganisation and, reorientation, with 
progression through these prescribed stages dependent on quality of attachment (Bowlby, 
1980; cited Archer, 1999). Other theories have adopted and refined this phasic model 
(Parkes, 1972; Kubler-Ross, 1970; Raphael, 1984). Worden (1991) combined the 
psychodynamic concept of grief work with the phasic model of attachment theory to 
propose a four-task model of mourning: to accept the reality of the loss, to work through 
the pain of grief, to adjust to an environment in which the lost object is missing, and to 
emotionally relocate the lost object and move on with life. Only by completing these 
tasks can resolution be reached.
Stage- and phase-based models of grief have been criticised for a number of reasons, not 
least of which is the lack of empirical support. The concept of “working through” is 
poorly defined and evidence suggests that when conducted in a negative, ruminative 
manned, hinders adjustment (Nolen-Hoeksema, 2001). However, expression of positive 
affect relating to a loss does indeed further adjustment (Folkman, 2001). This 
perspective fails to balance the need for working through loss with a consideration of the 
benefits of denial or of the need to take a break from the strains of confronting grief 
(Bonanno, 2001; Stroebe, W., et al 2005). They have been criticised for being 
prescriptive and acknowledging only one adaptive path through grief.
In older people, the suggestion that it is necessary to break bonds with the deceased also 
receives little empirical support. Research in fact suggests that successful grief resolution
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does not depend on the mourner emotionally disengaging from the deceased (Costello & 
Kendrick, 2000). There is evidence from a small qualitative study of grief in older 
people (Costello & Kendrick, 2000) that the retention of an emotional bond with the 
deceased and the spiritual comfort it brings is adaptive for some older people who are 
faced with the loss of a spouse after a long relationship. Older people may find it 
impossible not to continue to have a close emotional relationship with their deceased 
partner and a lasting attachment may be adaptive. This of course needs to be evaluated 
on an individual basis and may be determined by a range of factors as outlined above.
The phase models have also been criticised for and focusing purely on internal processes 
in shaping the experience of grief, to the exclusion of the influence of social and cultural 
factors and issues of difference and diversity (Costello & Kendrick, 2000; Stroebe, W.e/ 
g/, 2005b). As has already been demonstrated, older people’s reaction to loss is very 
much influenced by the social context (Costello & Kendrick, 2000). Bowlby however, 
did acknowledge that the process is reactive to external events and may be delayed, 
prolonged or exaggerated according to the person’s emotional and social context 
(Bowlby 1980; cited Archer, 1999). The grief work notion lacks universality, with no 
convincing evidence that non-western cultural prescriptions (e.g. there is no speaking of 
the deceased in some cultures; Stroebe, 1992) are less conducive to adaptation than 
western. There are also differences within cultures, with women typically more 
confrontative of emotional aspects of grief than men, with the grief work hypothesis 
unable to account for this. The focus on grief work has limited understanding of the 
variety of forms of adaptive grief, and dictate a return to pre-loss functioning as 
resolution so neglecting adjustment in a broader sense.
An alternative perspective of grief is as a stress response syndrome. The dual-process 
model (Stroebe & Schut, 1999; Stroebe, M. et al, 2005) suggests that when a person 
experiences bereavement they need to deal with two specific types of stressors 
concurrently (Stroebe, M. et al, 2005). First they must process the loss of the person,
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referred to as a loss-oriented coping process. Second they must process psychosocial 
changes or transitions, referred to as restoration-oriented coping. It is possible to 
oscillate between the two coping styles, both of which are likely to have different costs 
and benefits in terms of health. Oscillation between the two may enable the person to 
obtain the benefits of each and to minimise the costs of maintaining one strategy for too 
long. Disturbance in oscillating between the two coping processes is hypothesised to 
express itself as complicated grief (Stroebe, M. et al, 2005). Attachment theory has been 
incorporated within the dual-process model, to suggest that secure attachment is 
associated with normal grieving, oscillation between the two coping processes and a 
gradual relocation of the deceased (Stroebe, M. et al, 2005; Shaver & Tancredy, 2001). 
Those with anxious/ ambivalent attachment styles will focus on loss-oriented coping, 
those with an avoidant attachment will focus on restoration-oriented coping, and those 
with a disorganised attachment would show disturbance in both types of coping and 
hence prone to unresolved grief.
The theory is appealing as it is able to explain both the observed diversity of responses to 
grief and the way in which both emotional/internal and social/external factors shape 
individuals adaptation to bereavement. For example, more women are bereaved in later 
life, and whilst evidence suggests that many are able to adjust to the loss of the person 
(hence demonstrate loss-oriented coping) (Costello & Kendrick, 2000), they may have 
difficulty in oscillating to restoration-oriented coping and so demonstrate difficulties 
adjusting to new roles. This relates to observed gender differences in coping through the 
lifespan (Stroebe, 1994), with women showing more loss-oriented coping (hence more 
emotional expression) and men showing more restoration-oriented coping (hence more 
problem solving). It should be noted that this is specific to western styles of grieving.
Another somewhat complimentary way of conceptualising responses to bereavement is 
the constructivist approach, which suggests that an individuals interpretation of both the 
external and internal world is unique. The personal constructs around which the grieving
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individual understands their world are challenged by loss and the individual can be 
viewed as struggling to affirm or reconstruct their world (Neimeyer et al, 2002) by 
making meaning out of the experience of loss. Meaning making is constituted in both the 
internal and external world, and individuals repeatedly look to the social world for 
validation of their constructs -  similar to oscillation between the process of loss and 
restoration-oriented coping. The constructivist view also supports the contention that the 
way in which we make sense of the experience of bereavement is related to our 
attachment style (Neimeyer et al, 2002). In situations of traumatic grief, individuals 
assumptions have not been followed and beliefs about how the world operates are 
“shattered” and the individual is left without an organising framework.
This theory acknowledges the common process of grieving related to loss (meaning 
making), but emphasises that the experience is unique to the individual (Neimeyer,
1999). Given the heterogeneity of life experiences of older people, such an individually 
based approach is appealing. The model also shows how the social isolation which may 
arise due to bereavement of a life-long spouse, can lead to difficulty in recruiting social 
validation of the bereaved beyond the marital role relationship and so may lead to 
complicated grief, low self-esteem and loneliness (Neimeyer et al, 2002).
Understanding the way in which a family construct grief may also help us to understand 
the social context of grief. The loss of an older family member is often expected and 
synchronous with the family life cycle and may in fact facilitate personal growth in 
bereaved family members (Kissane & Bloch, 1994). Death and grief are thought to 
precipitate two kinds of family change (Shapiro, 1994; Benbow et al, 1990). First the 
family recreates itself so as to cope with both the existing family life-cycle tasks and with 
new demands emerging from the loss itself. Second, the family must incorporate the 
death into an ongoing, but now irrevocably altered family life-cycle based, 
developmental process (Shapiro, 1994). Bereaved families have been observed to 
negotiate the meaning of the death through conversation, seek support for their own
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views of its significance, and struggle with its implications for their ongoing relationships 
with one another (Nadeau, 1997, cited Neimeyer et al, 2002; Rosenblatt, 2000, cited 
Stroebe & Schut, 1999). Loss of status as a consequence of bereavement may push older 
people towards their families, perhaps seeking a valuable role, and this may put pressure 
on family roles and relationships. Strain and negative feelings can occur (Benbow et al,
1990), as the family struggle to adapt to change.
Psychological theories help us to conceptualise adaptive and maladaptive coping. Each 
of these theories has something to offer in terms of how each individual copes with loss 
and how this is situated within their unique emotional and social context. Any coherent 
account and attempt at understanding the experience needs to be integrative and 
individually based. Whilst there is a paucity of research to examine these theories in 
relation to older adults specifically, it can be seen how theories explain observed patterns 
of adaptation.
How can psychological therapy make a contribution to working with issues of loss 
and bereavement?
In psychological interventions with bereaved people, there is a fine line to be drawn 
between pathologising a normal adjustment process, and offering support to those at risk 
of prolonged or extreme distress or physical and mental health problems. In fact, the 
capacity to cope with grief without professional assistance may be what defines the 
experience as “normal” and working in this way prevents us from making cultural 
prescriptions as to what is maladaptive (Stroebe et a l 1992). A recent systematic review 
of bereavement care interventions was unable to make rigorous, evidence-based 
recommendations regarding the treatment of bereaved persons except for the 
pharmacologic treatment of depression (Forte et a l  2004). Psychodynamically oriented 
and cognitive behavioural treatments have some proven effectiveness. Although 
bereavement counselling and therapy have been offered to individuals with “normal” 
grief, they have been shown to be no more effective than no intervention (Kato & Mann,
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1999). Therefore, it seems that psychological therapy can best contribute by being 
provided to those who are having difficulty adapting to loss and who approach services 
for help. As has been discussed, the meaning of loss and the expression and adaptation to 
this is highly individual. The way in which an individual reaches and defines resolution 
is also individual and many facets of diversity govern this. It can be argued therefore that 
there is no one ideal therapeutic procedure, but instead the need for individually based 
intervention, which are appropriate within a cultural context (Stroebe et al, 1992). There 
is a need for flexibility as to when it is appropriate to facilitate emotional disclosure or 
when restoration-oriented processes may be more appropriate. By using an integrative 
approach and constant re-formulation, this should be possible.
Despite the limitations to the grief work hypothesis, it still forms the basis of the 
intervention of choice for many therapists. The main functions of bereavement 
counselling and therapy have been described as offering social support, encouraging 
emotional disclosure, and helping the bereaved to reframe or reinterpret the meaning of 
their loss experience (Raphael & Nunn, 1988). Although confrontation and emotional 
expression are seen as essential components in coming to terms with a loss, research has 
recognised the need for other processes (Matthews & Marwit, 2004) and inducing 
emotional disclosure alone has been shown to be ineffective in controlled studies of 
bereavement interventions (Neimeyer, 2002; Kato & Mann, 1999; Stroebe, W. et al, 
2005). When working with individuals from different cultural backgrounds, it is essential 
to have knowledge of whether and how emotion is expressed within that culture. There 
may be members of the bereaved’s community who have more credibility as sources of 
help than the clinician and this can be used to inform the intervention. Therapy requires 
flexibility and responsiveness to differences in perspective (which are inevitably 
influenced by culture) between clinician and client about the expression and pace of 
grieving, the definition of help and the resolution of grief (Corwin, 1995).
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There is a growing body of empirical support for the use of cognitive-behavioural therapy 
with individuals with complicated grief (Matthews & Marwit, 2004) with the Dual 
Process model as its theoretical basis. A variety of techniques have been used to 
facilitate loss-oriented coping (Kavanagh, 1990), including reorganising and reappraising 
loss related cognitions, exposure to painful memories, and the use of imagery to replace 
the bereaved individual’s painful memories with less aversive ones.
The concept of meaning-making (Neimeyer, 2001) has been introduced to facilitate 
restoration-oriented coping. The task is to help the individual to build an acceptable 
bridge between pre-loss cognitive schema and post-loss perceived realities. The goal is 
to develop a renewed sense of identity via the client’s telling of the loss in a style that is 
consistently validated and enriched by the therapist. It is the goal of the therapist to help 
the client “make sense” of inconsistencies and conflict and ultimately work toward 
integrating the loss into the client’s life. In order to facilitate what is seen as adaptive 
coping in western culture, Kavanagh (1990) introduced controlled exposure to allow 
oscillation between loss and restoration-oriented coping. A combination of the two is 
seen theoretically as promoting adaptation, and in fact Jacobs & Prigerson (2000) call for 
the development of therapies which focus on separation distress and help the bereaved 
person adapt to the new status caused by a bereavement and the new roles required by 
that status. Due to gender differences in processing loss, widows have been shown to 
benefit more from therapy biased towards restoration-oriented processes, whilst 
widowers benefit more from loss-oriented biased therapy (Costello & Kendrick, 2000).
Family therapy is also an option for families who have experienced loss. The process of 
meaning making can also be facilitated in families who are attempting to adjust to loss 
through conversations to develop a shared meaning of that loss (Neimeyer et al, 2002). 
Paul & Grosser (1965; cited Kissane & Bloch, 1994) described a therapeutic approach in 
which families were encouraged to reflect on their loss, share associated feelings and 
attempt to understand the impact of the death on themselves. This therefore represents an
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extension of grief work from the individual to the family. No studies of the effectiveness 
of this approach in relation to older people have been conducted.
There have also been investigations of the efficacy of specific interventions for 
depression associated with bereavement in older people. Interpersonal psychotherapy 
(IPT) was found to significantly reduce depression scores and to reduce the intensity of 
grief in one open, non-controlled, non-randomised trial (Miller et al, 1994). However, in 
a controlled trial IPT was found to be no more effective than placebo (Reynolds et al, 
1999).
There is, therefore, little evidence as to the effectiveness of different therapeutic 
approaches in older people. Both loss-oriented (incorporating grief work) and 
restoration-oriented therapy are potentially of use with individuals and with families, but 
an individual based approach to formulation and intervention is necessary to determine 
the balance required. There are, however, specific aspects of the therapeutic relationship 
and attitudes of the therapist which need to be considered when working with older 
people. Therapists need to be aware of how they are affected by their own losses and 
how, through countertransference this may interfere with their ability to be helpful to a 
client or family member. Attention to this may enable therapists to help older people to 
face or adapt to losses in a manner that is respectful and empowering. From the authors’ 
own experience of bereavement of older people in her personal life, it has been difficult 
for males especially to talk to anyone, especially younger people about their experience 
of loss and to express emotion. There is a need to be respectful of this intergenerational 
difference when working with this population (Morgan & James, 1994).
Conclusion
Consideration of the issue of loss and bereavement is vital in this population, as loss is an 
inevitable part of growing older. Psychological theory and therapy can help us to 
understand and to facilitate the process of adapting to loss and bereavement, although
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little research has been conducted with older people specifically. This means that there is 
a disappointing evidence base to guide practitioners when intervening in this important 
issue. The theories advanced can be convincingly applied to the experience of loss in this 
age group and are able to take account of the range of responses to loss observed if a 
flexible and integrative approach to formulation is adopted. This is vital given that 
responses to loss are complex and emotionally, socially and culturally shaped. 
Explanations of grief reactions should seek to describe but not prescribe the way older 
people respond to loss. Therapy should be aimed at those individuals experiencing 
complicated grief, and should be flexible in applying psychodynamic, cognitive and 
behavioural and family therapy principles. Each has been shown to be effective in other 
age groups and could be validly and usefully used to work with these issues in older 
people.
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Year 1 
March 2004
Adult Mental Health Case Report Summary
Cognitive behavioural therapy with a 57-year-old woman with 
agoraphobia, panic and depression
Some details have been altered in order to preserve anonymity and all names used in
this report are fictitious
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Referral of the problem
Anna, a 57-year-old woman, was referred to the Community Mental Health Team 
(CMHT) by her G.P for help with depression and anxiety. It was felt by the team that 
she may benefit from psychological input. Anna was of white British origin, and her 
first language English.
Presenting problem
Anna had suffered from low mood for two years. However, four months before 
referral, Anna began to have panic attacks whilst at work and at the shops and the 
symptoms of depression became worse. My initial perception was that Anna was 
suffering from depression and agoraphobia with panic attacks.
Initial assessment of the problem
Assessment took place at the CMHT over two sessions. Information was gathered 
through unstructured face-to-face interview and completion of the Clinical Outcomes 
in Routine Evaluation system form (Evans et al, 1998), the Beck Depression 
Inventory II (Beck et al 1996), and the Rosenberg Self-Esteem Scale (Rosenberg, 
1965). Scores on self-report questionnaires revealed depression of mild severity and 
low self-esteem.
Background history
Anna described feelings of depression as a recurrent problem throughout her life. 
However, the problem had been exacerbated by recent bereavements, approaching her 
57th birthday, the age when her mother had died, and conflict with her work 
supervisor. Anna began having panic attacks at work and whilst at the shops. At the 
time of assessment she had been unable to work for four months.
Initial formulation
Anna’s presenting problems were conceptualised using a cognitive framework (Beck, 
1995). According to the cognitive model, both anxiety and depression symptoms are 
maintained by a ‘vicious circle’ of negative automatic thought and anxiety or low
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mood (Fennell, 1989). For Anna there were two separate cycles of maintenance, one 
cycle of depression and the other panic each maintaining the other by reinforcing her 
core belief. Her core belief was hypothesised to be related to her being stupid and 
inadequate, which may have developed as a consequence of bullying and negative 
interpersonal relationships during early life.
As depression develops, negative automatic thoughts become more and more frequent 
and pervasive depressed mood develops. This leads to the development of more 
depressed thoughts and a vicious circle is formed (Fennell, 1989).
Panic attacks, on the other hand, result from the ‘catastrophic misinterpretation’ of 
bodily or mental events as a sign of immediate and impending disaster (Clark, 1989). 
For Anna, the misinterpretation was that she was going to faint. Any internal or 
external stimulus, which is appraised as threatening, produces a state of anxiety. For 
Anna, the threatening stimuli were situations where she felt under pressure, as though 
she were being evaluated and unable to cope. When symptoms of anxiety are 
interpreted in a catastrophic way, anxiety increases and a vicious circle develops that
leads to a panic attack 
Action plan
Cognitive Behaviour Therapy is usually the treatment of choice for panic attacks and 
depression (Roth & Fonagy, 1996). Panic attacks were preventing Anna from 
working and from socialising, therefore preventing disconfirmation of her core belief 
and hence maintaining her depression. Therefore priority was given to using CBT to 
decrease feelings of panic, with the plan to focus subsequently upon depression.
Intervention
Although an initial contract of eight weekly sessions was agreed, due to the progress 
made by Anna, only 5 sessions were required plus one relapse prevention session, 
one-month later.
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Panic
One treatment session took place before a three week holiday break. This session was 
dedicated to socialisation to the cognitive model and therapy, educating Anna about 
her disorder by constructing an individualised panic cycle, normalising her difficulties 
and instilling hope (Beck, 1995).
Anna’s misinterpretation of anxiety symptoms was that she would faint when she 
became anxious. As evidence for this belief, Anna stated that she ‘had’ to sit or lie 
down in order to prevent herself from fainting. Therefore, I began to use questions 
which would facilitate Anna’s evaluation of evidence for this misinterpretation 
(Wells, 1997).
During the holiday break, Anna had decided that she felt ready to expose herself to 
one of the feared stimuli (crowded shops) and had essentially designed herself a 
graded exposure programme. Whilst doing this, she kept the vicious cycle of panic in 
her mind and although anxious, successfully completed the exposure without having a 
panic attack.
Depression
Due to Anna’s successful work in overcoming panic attacks, we agreed to focus on 
her feelings of depression. In order to do this, the connection between thoughts and 
feelings was again reinforced (Beck, 1995). The steps in therapy were also explained: 
identifying automatic thoughts, evaluating and responding to automatic thoughts and 
problem solving if thoughts were true. After two sessions, Anna had returned to 
work, was no longer having panic attacks and was able to identify and evaluate 
thoughts independently. Anna initiated a conversation regarding the possibility of 
concluding our weekly sessions and this was agreed to.
Outcome and follow-up
On self-report questionnaires demonstrated improvement, with a shift from the 
symptomatic to asymptomatic range on all measures. Anna had returned to work, had
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suffered from no further panic attacks, and was beginning to engage in previously 
enjoyed activities.
Relapse prevention
During our follow up session, I asked Anna to consider the useful aspects of therapy 
and her ability to cope with set backs. I also asked Anna to consider specific events in 
the future which could lead to a recurrence of her depression such as the financial and 
social consequences of her impending retirement, and also her husbands illness. We 
used this information to develop a relapse prevention plan.
Reformulation
Emerging information during therapy did not necessitate a radical re-formulation. 
Instead, this information served to confirm the original hypotheses.
Critical evaluation
Although apparently effective, on reflection I may have conducted some aspects of 
the therapy differently. For example, evidence suggests the importance of modifying 
not only NAT’s, but assumptions and core beliefs in order to lead to enduring change 
(e.g Wells, 1997). However, as the therapy was somewhat shorter than anticipated, 
this was not possible.
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September 2004
People with Learning Disabilities Case Report Summary
Extended Assessment of a 22 year old man with a mild learning 
disability presenting with depression
Some details have been altered in order to preserve anonymity and all names used in
this report are fictitious
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Referral of the problem
1 John, a 22 year old man, was referred to the Psychology service of the Community 
Learning Disability Team (CLDT) by the social work assessor. John was referred for 
help with panic attacks, depression, lack of confidence, overt shyness, short term 
memory loss and fear of the dark. John was of white British origin, and his first 
language English. Two assessment sessions were undertaken with both John and his 
mother present.
Initial assessment of the problem
The assessment process
Two sessions were taken to complete the initial assessment. The first session was 
conducted at the client’s home jointly with my supervisor. John’s mother was also 
present, due to John’s anxiety about being seen alone. The second session was 
conducted independently at a local resource centre with both the client and his 
mother. I found initial sessions with both John and his mother difficult, as I did not 
feel that I was gaining John’s perspective on his current problems. As the therapeutic 
relationship developed, it was agreed to conduct sessions on a one-to-one basis.
Sources o f information used for the initial assessment
Information was gathered through unstructured face-to-face interviews, through 
discussion of the case with the team’s Occupational Therapist, and case note review.
Initial investigations
The Beck Depression Inventory II (BDI-II) (Beck, Steer and Brown, 1996), the Beck 
Anxiety Inventory (BAI) (Beck, 1990), and the Rosenberg self-esteem scale 
(Rosenberg, 1965) were administered.
My initial perception was that John was suffering from chronic depression, and also 
social anxiety which may benefit from psychological intervention. John also 
appeared to have a memory impairment which required further investigation.
1 This report is written in the first person in order to facilitate reflection and understanding o f diversity.
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Initial formulation
Factors contributing to John’s difficulties were numerous, with no evidence to suggest 
that one single factor was more influential than the others. Therefore an integrative 
approach was used for the initial formulation incorporating biological, psychological 
and social factors. This approach has been shown to be effective for people with a 
learning disability (Grey, McClean and Bames-Holmes, 2002).
Central to the hypothesis is the fact that, as a consequence of biological, social and 
psychological factors, John was labelled as having a learning disability. This 
labelling had a reciprocal effect on these factors, which may have interacted to make 
John more vulnerable to the onset of depression. The main biological factor was the 
suspected diagnosis of cerebral palsy. Social factors included the process of labelling 
John as learning disabled, which may have led to feelings of failure, rejection and 
stigmatisation (Sinason, 1992; Wolfensberger, 1998).
Numerous individual psychological factors seem pertinent. These include the 
experience of repeated failure, evidenced by being excluded from mainstream school 
and more recently failing to maintain employment. Social comparison, the process 
through which we evaluate ourselves through comparison to others (Festinger, 1954) 
is a cognitive process which has been shown to mediate depression in people with a 
learning disability (Dagnan and Sandhu, 1999).
John’s feelings of anxiety have led to social isolation which is one of the main 
maintaining factors for John’s feelings of depression. Additionally, John’s problems 
maintaining employment may be caused by his memory problems, and by his social 
anxiety. This lack of valued employment in turn may maintain the depression, which 
in turn maintains his anxiety thereby creating a vicious cycle.
With regard to John’s feelings of social anxiety, a tentative hypothesis is that John 
may have impaired social understanding. It may be hypothesised that John has 
Asperger syndrome.
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Initial action plan
It was felt that an extended assessment was necessary in order to determine the nature 
of John’s memory difficulties so that support at work could be provided.
Additionally, the description of John’s poor social functioning throughout school, 
apparent lack of social understanding, repetitive behaviour and motor clumsiness led 
me to hypothesise that John may lie on the autistic spectrum, and so warranted further 
assessment. In order to obtain a clearer developmental history, previous 
psychological reports were also obtained.
Extended assessment
Wechsler Memory Scale Version III (WMS-III, Weeks 1er, 1997)
Results from the WMS-III indicated a focal auditory memory impairment in the 
context of overall general cognitive abilities. These memory impairments help to 
clarify why John may have difficulty following instructions at home and work.
The Asperger Syndrome Diagnostic Interview (ASDI) (Gillberg, Gillberg, Rastam 
and Wentz, 2001)
Only one of six areas of functioning was impaired, and therefore John does not meet 
criteria for a suspected diagnosis of Asperger syndrome.
Assessment o f suitability for cognitive therapy
As John did not meet criteria for a diagnosis of Asperger Syndrome, an alternative 
understanding of John’s social anxiety was necessary. The procedure outlined by 
Dagnan and Chadwick (1997) to assess the cognitive processes involved in cognitive 
therapy was used, and John was unable to identify his thoughts, or distinguish events 
from cognitions and emotions. Therefore his ability to make use of cognitive therapy 
would be limited.
Extended formulation
The hypothesis that John had a memory impairment which led to problems coping 
with daily demands and work was supported and clarified. However, the hypothesis
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that John’s social anxiety was caused by an impairment of ‘theory of mind’ abilities 
as a consequence of the diagnosis of Asperger syndrome was not supported. The 
information gathered served to partially confirm the original hypothesis that negative 
social comparison led to feelings of depression. However, the revelation about John’s 
feelings of anger towards society led me to hypothesise that rather than anxiety and 
depression causing social isolation and withdrawal, it was instead his shame and 
anger at having a learning disability which caused this, and manifested itself as 
depression and anxiety. This led me to re-formulate using a psychodynamic model. 
Malan’s triangle of conflict (Malan, 1995) encompasses the ideas of defence, anxiety 
and hidden feelings.
Recommendations for intervention
It is hypothesised that many of John’s difficulties arose from his feelings towards his 
disability and so, as John reported that he derived benefit from individual work, an 
individual psychodynamic approach may be useful.
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Year 2 
April 2005
Child and Family Case Report Summary
Integrative therapy with a 15-year old girl presenting with 
disordered eating: a schema focussed approach within a systemic and 
developmental framework
Some details have been altered in order to preserve anonymity and all names used in
this report are fictitious
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Referral of the problem
2Emily, a 15-year-old girl, was referred to Child and Adolescent Mental Health 
Services (CAMHS) by her G.P. Emily was referred due to concerns about depression, 
negative self-image and binge eating. Emily is of white British origin, and her first 
language English.
Initial assessment of the problem
The assessment process
Assessment took place at CAMHS over three sessions. The first two sessions were 
conducted with my supervisor (Clinical Psychologist), the first involving Emily and 
her family, the second Emily and her mother. The third session was conducted 
independently and involved Emily and myself (Trainee Clinical Psychologist). In 
addition to time spent with the family during the initial session, Emily was offered 
individual time to discuss her understanding of the referral and the experience of 
coming to CAMHS.
Sources o f information used for the assessment
Information was gathered from a Family Information Form, which was completed by 
the family prior to the initial appointment, from a school report, through unstructured 
face-to-face interview with Emily and her family, and completion of the strengths and 
difficulties questionnaire (Goodman, 1997).
Initial Formulation
Figure 2 shows an initial formulation of Emily’s presenting problems which can be 
conceptualised using a cognitive model. However, there is more than one model to 
conceptualise the problems that children face, and given Emily’s stage of 
development and description of peer evaluation, developmental and contextual or 
systemic factors have also been considered.
2 This report is written in the first person in order to facilitate reflection and understanding o f diversity.
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According to the cognitive model, negative childhood experiences lead to 
overgeneralised, rigid and dysfunctional core beliefs and assumptions (Beck, 1995). 
Research indicates that individuals with BED tend to express core beliefs relating to 
emotional inhibition (Waller, Ohanian, Meyer & Osman, 2000; Waller, 2003). It is 
hypothesised that Emily developed related dysfunctional assumptions regarding 
expressing feelings and concerns about shape and weight.
The cognitive model proposes that when critical incidents occur, core beliefs and 
assumptions become activated. The biological changes associated with puberty 
(Rutter & Rutter, 1993), sociocultural pressure to be thin (Carr, 1999) and comparison 
with peers and her sister, may have triggered these core beliefs and assumptions.
The escape model of binge eating (Heatherton & Baumeister, 1991) states that binge 
eaters have high personal standards and expectations, and that falling short of these 
expectations and standards creates painful self-awareness. As such, binge eaters 
attempt to escape and avoid these thoughts and emotions, and bingeing will assist the 
individual to reduce the experience of these emotions (Heatherton & Baumeister,
1991). However, the experience of bingeing in itself causes negative affect, by 
making Emily feel ashamed of herself, and more aware of her perceived shortcomings 
of being fat and ugly, and hence lowered self-esteem. For Emily this led to the 
resolution to restrict eating the next day. However, Emily’s low mood would make 
her more vulnerable to perceiving unfavourable comparison and trigger negative 
automatic thoughts, which are unbearable for Emily and hence trigger bingeing in 
response. In this way, a vicious circle of maintenance of bingeing is established.
Action Plan
The National Institute for Clinical Excellence (NICE) guidelines for eating disorders 
recommend that for adolescents with BED Cognitive Behaviour Therapy (CBT) 
should be offered as the first line intervention (NICE, 2004).
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Intervention
The intervention process
The intervention took place over ten individual sessions at CAMHS. Additionally, 
my supervisor met with Emily’s parents on three occasions to provide them with 
support and education.
Initial four sessions
The initial session was dedicated to socialisation to cognitive therapy and educating 
Emily about binge eating (Beck, 1995; Fairbum, 1997). In the subsequent three 
sessions, we continued to use the cognitive conceptualisation of binge eating to make 
sense of recent experiences at school and home. Part of this process involved a 
discussion of the need for regular eating and the use of alternative behaviour to 
displace or delay binges. Emily failed to come to sessions with monitoring sheets, 
informing me that she had filled them in but had forgotten them. She expressed 
ambivalence about both stopping binge eating and about coming to sessions. I 
reflected that whilst it was not healthy either physically or emotionally to be using 
food in this way, Emily was not obese and so not currently at physical risk. I offered 
Emily time to consider the decision to continue or terminate therapy, and in so doing 
attempted to empower her to take responsibility for the direction of therapy.
Reformulation -  motivation and stages of change
I considered Emily’s lack of motivation, and conceptualised this using the 
transtheoretical stages of change model (Prochaska, DiClemente & Norcross, 1992). I 
hypothesised that Emily could be classed as a pre-contemplator. Careful listening and 
providing feedback in a sensitive, empathie manner can be very helpful for 
precontemplative clients and can help them move to the contemplative stage 
(DiClemente & Velasquez, 2002). Emily had expressed the desire to feel more 
confident and to address feelings of inadequacy. As these beliefs were hypothesised 
to have contributed to the development and maintenance of binge eating, working at 
the core belief level would be hypothesised to decrease the frequency of binge eating 
(Kennerley, 1997; cited Waller, 2003).
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Final five sessions
In order to determine whether the hypothesised core beliefs the downward arrow 
technique was used (Beck, 1995). We then identified a new, more adaptive core 
belief “I’m adequate most of the time, as much as other people”. Over the next four 
sessions we used Socratic questioning techniques to modify her old core belief (Beck, 
1995) and to look for evidence to support the new belief. By our ninth session, the 
strength with which Emily held the belief “I’m adequate” increased from 20% to 
70%.
Outcome
A small improvement in emotional symptoms was reported, which resulted in Emily 
moving from the abnormal to the normal range. There was also a small improvement 
on the Impact of symptoms scale, with Emily moving from the borderline to the 
normal range. Perhaps most importantly, Emily was now bingeing once per fortnight, 
whereas at baseline the frequency had been two to three times per week.
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Specialist Neuropsychology Placement Case Report Summary
Neuropsychological assessment of a 30 year old woman with 
treatment refractory epilepsy
Some details have been altered in order to preserve anonymity and all names used in
this report are fictitious
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Reason for referral
Sarah is a 30-year old woman with a diagnosis of partial epilepsy. She is of white, 
British origin and her first language English. She was referred to the 
Neuropsychology department for neuropsychological testing as part of the epilepsy 
surgery programme. Sarah was referred for presurgical evaluation to identify the 
location of the origin of her seizures.
Presenting problem
Client’s description o f  the vroblem
Sarah described seizures of variable frequency and duration but with the same 
characteristics. Sarah reported no significant problems with her memory, although 
felt that it had never been “good”. She described problems with concentration, and 
found it difficult to attend to conversations for more than a few minutes. Sarah was 
diagnosed with dyslexia by an educational psychologist at school.
Consultant Neurolo2ist’s (referrer) description o f the vroblem 
On the basis of Sarah’s description and Electroencephalogram (EEG) findings, the 
referrer gave a diagnosis of either frontal dorsal or parietal lobe, partial epilepsy close 
to the motor strip on the right side.
Literature review
Epilepsy is a biomedical disturbance that results in abnormal episodic bursts of 
electrical activity in neurons, which can significantly impact on normal cognitive 
processes and behaviour of the affected individual. The localisation of the seizure 
origin may lead to characteristic cognitive dysfunction. Lesions of the parietal lobe 
have been found to cause visual associative agnosia, hemineglect, visuospatial and 
constructive disorders and apraxia, and therefore parietal lobe epilepsy may be 
hypothesised to cause disturbance to these functions (Jokeit & Schacher, 2004). 
However, due to the reciprocal connections of the frontal lobe to other brain regions, 
it is unlikely that one cognitive profile for frontal lobe epilepsy will be found 
(Helmstaedter, Kemper & Eiger, 1996). The cognitive processes associated with the
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frontal lobes form the basis of what is referred to as executive functioning (Stuss & 
Levine, 2002). People with dysexecutive syndrome have been described as having 
problems with attention, distractibility and being unable to learn new tasks (Rylander, 
1939; cited Wilson, Alderman, Burgess, Emslie & Evans, 1996), hence people with 
frontal lobe epilepsy may be hypothesised to show similar deficits.
Antiepileptic drugs (AED’s) can also have a detrimental effect on cognition and 
behaviour. Sarah was taking Levetiracetam, which reportedly does not significantly 
effect cognition (Neyens, Alpherts & Aldenkamp, 1995).
Hypothesis
Given the EEG findings and neurologists report, it was predicted that Sarah would 
have a neuropsychological profile consistent with either frontal or parietal lobe 
epilepsy. The referrer was specifically asking for an opinion as to whether the 
epilepsy was more likely to be frontal or parietal lobe. This led to the development of 
two hypotheses:
Hypothesis 1 : Sarah will have a neuropsychological profile consistent with frontal 
lobe epilepsy, i.e., deficits in executive function including attention, psychomotor 
speed and response inhibition.
OR
Hypothesis 2: Sarah will have a neuropsychological profile consistent with parietal 
lobe epilepsy, i.e., visual agnosia, hemineglect, visuospatial and constructive 
disorders and apraxia.
Rationale
There is wide agreement that neuropsychological assessment in epilepsy surgery must 
comprise a battery of tests covering different cognitive domains (Helmstaedter, 2004).
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Assessments of episodic memory, executive functions, language, visuoconstruction, 
psychomotor speed, verbal fluency and attention should therefore be completed.
Sarah underwent two assessment sessions. The first consisted of a one hour clinical 
assessment conducted with my supervisor (Consultant Clinical Neuropsychologist), 
followed by a cognitive assessment conducted by myself (one and a half hours). The 
second session consisted of a cognitive assessment conducted by myself (two hours).
Behaviour during assessment
During testing, Sarah’s speech seemed somewhat slow and deliberate and her 
responses were at times also slow. She is right handed.
Findings
General intellectual functioning
Sarah’s age, schooling and reading ability (assessed by the WTAR) suggest that her 
level of functioning falls in the low average range. However, this estimate is probably 
affected by her developmental dyslexia, and so likely to underestimate her intellectual
ability.
Due to the scatter in the verbal and non-verbal subtests (assessed by the WAIS-III), it 
was not possible to interpret performance on the verbal-nonverbal indexes. However, 
the findings indicate that Sarah’s working memory and processing speed are less well 
developed than would be predicted from her reading ability.
Memory and new learning
Overall, the WMS-III indicates that Sarah’s performance on memory tasks falls 
between the average and high average range, as would be predicted from her reading 
ability. However, she demonstrates a significant weakness on working memory tasks.
Visuospatial ability
Sarah displayed no difficulties when asked to copy a complex figure and 
demonstrated intact visuospatial abilities.
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Language
Sarah’s reading abilities were low average (WTAR and NART-R). Her verbal 
fluency also fell in the low average range as would be expected based on her reading 
level (Crawford, Moore & Cameron, 1992). Her ability to name pictures was 
average.
Executive Functioning
Sarah showed impaired performance on the Modified Wisconsin Card Sort Test, in 
fact better than only 1% of the population. Of the errors, 92% were perseverative 
showing some inflexibility in her thinking, and difficulty in cognitive shifting.
Sarah also showed impaired performance on the Stroop, better than less than 2% of 
the population. This suggests difficulties with response inhibition and failure of 
selective attention. However, the poor performance on this task may be partly 
accounted for by Sarah’s slow speed of information processing.
Discussion
Overall, Sarah’s cognitive profile suggests that there is no evidence of an amnesic 
condition. However, Sarah’s working memory was significantly worse than 
predicted. Her speed of information processing is less well developed than other 
areas of functioning. Further, tests of executive functioning indicate that cognitive 
shifting, selective attention and response inhibition were relatively less well 
developed than other cognitive functions. This profile is therefore consistent with 
anterior dysfunction and frontal lobe epilepsy and hypothesis 1 is supported. This is 
also supported by observations of Sarah’s slow and deliberate responses during 
testing, and her self-reported problems with concentration.
Recommendations
The results of neuroradiological investigations need to be considered in conjunction 
with neuropsychological findings in order to draw more robust conclusions.
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Year 3 
March 2006
Older People Placement Case Report Summary
Integrative therapy with a 66-year old survivor of child sexual abuse: 
experiential and cognitive therapy, informed by an attachment 
framework
Some details have been altered in order to preserve anonymity and all names used in
this report are fictitious
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Referral of the problem
3Irene, a 66-year-old woman, was referred for therapy for residual Post Traumatic 
Stress Disorder (PTSD) symptoms following a traumatic incident at work one year 
previously. Irene is of white British origin, and her first language English.
Presenting problem
Irene described feeling low in mood and tearful since witnessing an assault on a 
colleague at work. Irene denied experiencing flashbacks to the incident at work. 
However, she identified feelings of guilt and the belief that she was a bad person. On 
further exploration of this, Irene disclosed that her father had sexually abused her 
when she was a teenager, and that she had later become pregnant outside of marriage 
and forced to have her daughter adopted.
I formed the impression that Irene was suffering from feelings of depression, 
precipitated by witnessing a violent assault on a colleague. I hypothesised that Irene’s 
early history of sexual abuse was contributing to her reaction to the incident at work.
Initial assessment of the problem
Assessment took place over four sessions. Information was gathered through 
unstructured face-to-face interview with Irene and completion of the Geriatric 
Depression Scale (GDS) (Yesavage et al, 1983), Beck Anxiety Inventory (BAI) (Beck 
& Steer, 1993) and Rosenberg Self-esteem scale (Rosenberg, 1965). Irene’s score on 
the GDS indicated severe depression, the BAI score indicated moderate anxiety, and 
her selfesteem score of 25 bordered on being low.
Background history
Irene described only vague memories of her childhood, but clearly remembers that her 
father was physically abusive to her mother and her siblings. Irene disclosed that she 
was sexually abused by her father over a period of one year whilst a teenager. Until 
the time of assessment, she had never disclosed the abuse to anyone.
3 This report is written in the first person in order to facilitate reflection and understanding of diversity.
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At 18 she had her first boyfriend, and described her naivety about sex, leading to her 
becoming pregnant. Irene was forced to have the baby adopted. She felt intensely 
ashamed for these events.
Initial formulation
It was hypothesised that numerous personal and contextual factors led to the 
development and maintenance of Irene’s difficulties. Child Sexual Abuse (CSA) is 
associated with an increased risk for psychopathology, interpersonal problems and 
repeated victimisation in adulthood (Briere & Runtz, 1988). Due to the complex life 
histories of individuals who have experienced CSA, especially older people, an 
integrative approach to formulation was adopted.
Predisposing factors
Evidence suggests that parental violence may detrimentally impact upon the quality of 
the attachment relationship between a child and their primary caregiver (Levendovsky 
et al, 2003), and may often be classed as insecure or disorganised. It is hypothesised 
that Irene’s attachment relationship to her mother, the primary caregiver, could be 
classed as disorganised.
The experience of the attachment relationship is hypothesised to lead to the 
development of dysfunctional core beliefs related to self-concept (Beck, 1995), for 
Irene hypothesised to be “I’m bad”, “It’s my fault,” “I’m unloveable”.
These core beliefs are hypothesised to become activated and reinforced in response to
CSA.
Precipitating factors
At times of severe stress coping styles and defences may begin to dismantle, re- 
exposing the individual to the original trauma. Witnessing a violent assault on a 
colleague may have led to re-experiencing of domestic violence, CSA and also the re­
activation of core beliefs (Beck, 1995).
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Presenting problems
According to the cognitive model, when precipitating factors occur which concur with 
core beliefs, an individual may become depressed and anxious (Fennell, 1989), 
through the activation of negative cognitions, which in turn lead to emotional, 
physiological and behavioural symptoms of depression and anxiety.
Maintaining factors
The cognitive model states that core beliefs maintain problems through the operation 
of information processing biases which identify information which supports the core 
beliefs whilst ignoring information to the contrary.
Action plan
There is some support for the effectiveness of an integrative approach to working with 
trauma associated with CSA through use of experiential, psychodynamic, 
psychoeducational and cognitive techniques (Price et al, 2001).
Intervention
The intervention process
The intervention took place over 12 individual sessions at the OPMH service. In 
response to Irene’s hypothesised insecure attachment patterns, it was necessary to 
provide a secure base from which to explore her experiences. In attachment based 
psychotherapy, one of the main techniques used to establish a secure base is the 
validation and labelling of affective experiences (vas Dias, 2004), and this approach
was adopted.
Themes and issues arising during therapy
Exploration of the abuse and provision of psvchoeducation
In order to facilitate Irene’s disclosure of the abuse, experiential techniques were
implemented. Psychoeducational material was also provided, containing women s
testimonies of their abuse experiences (Bass & Davies, 1988).
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Developing alternative core beliefs
By using guided discovery and Socratic questioning, it was possible for Irene to 
consider evidence and then challenge her belief that she was a bad person with more 
adaptive responses. Downward arrowing was then used to identify a more adaptive 
core belief, and evidence for this core belief gathered.
Reformulation
Emerging information during therapy did not necessitate a radical re-formulation. 
Outcome and follow-up
There was a significant improvement in feelings of depression and anxiety, with Irene 
moving from the severe to mild range and moderate to mild range respectively. 
However, Irene’s rating of self-esteem actually decreased. It could be hypothesised 
that this was as a consequence of talking about the traumatic experiences and related 
beliefs in depth for the first time, breaking down her avoidant coping strategies and 
also the fact that we had limited time to restructure her beliefs.
Critical Evaluation
Due to the complexity of Irene’s presenting problems, and the multiple traumas and 
losses that she had experienced during her life, the sessions reported here were likely 
to form only the beginning of Irene’s therapeutic work. A measure of attachment 
would have ideally been used to understand further the history of Irene’s attachment 
relationships, however, this was not considered until later in the therapeutic work.
References
Bass, E. & Davis, L. (1988). The courage to heal: A guide for women survivors o f  
child sexual abuse. London: Vermilion.
Beck, J. (1995). Cognitive Therapy: Basics and Beyond. London: The Guilford Press.
122
Volume 1 -  Clinical Case Report Summaries
Beck, A.T. & Steer, R.A. (1993). Manual for the Beck Anxiety Inventory. San 
Antonio: The Psychological Corporation.
Briere, J. & Runtz, M. (1988). Symptomatology associated with childhood sexual 
abuse in a nonclinical adult sample. Child Abuse and Neglect, 15, 537-556.
Fennell, M. (1989). Depression. In K. Hawton, P.M. Salkovskis, J. Kirk, & D.M. 
Clark (Eds.), Cognitive Behaviour Therapy for Psychiatric Problem s-A Practical 
Guide. Oxford: Oxford University Press Inc.
Levendosky, A.A., Huth-Bocks, A.C. Shapiro, D.L & Semel, M.A. (2003). The 
impact of domestic violence on the maternal-child relationship and preschool-age 
children’s functioning. Journal o f Family Psychology, 17(3), 275-287.
Price, J.L., Hilsenroth, M.J., Petretic-Jackson, P.A. & Bonge, D. (2001). A review of 
individual psychotherapy outcomes for adult survivors of childhood sexual abuse. 
Clinical Psychology Review, 21(7), 1095-1121.
Rosenberg, M. (1965). Society and the adolescent self-image. New Jersey: Princeton.
Price, J.L., Hilsenroth, M.J., Petretic-Jackson, P.A. & Bonge, D. (2001). A review of 
individual psychotherapy outcomes for adult survivors of childhood sexual abuse. 
Clinical Psychology Review, 21(7), 1095-1121.
Vas Dias, S. (2004). Cumulative phobic response to early traumatic attachment: 
Aspects of a developmental psychotherapy in midlife. Attachment and Human 
Development, 6(2), 165-179.
Yesavage, J.A., Brink, T.L., Rose, T.L., Lum, O., Huang, V., Adey, M. & Leirer, 
V.O. (1983). Development and validation of a geriatric depression screening scale: a 
preliminary report. Journal o f Psychiatric Research, 17, 37-49.
123
Volume 1 -  Clinical Placement Summaries
Summary of Adult Mental Health Placement 
(October 2003 -  March 2004)
This placement was split across two community mental health teams. Whilst on 
placement I was supervised by a Clinical Psychologist. The main psychological model 
used was cognitive behavioural therapy. However, I also had the opportunity to observe 
my supervisor who worked systemically and to discuss case formulations using systemic 
theory.
My caseload consisted of both male and females clients, aged between 18 and 61 years, 
from a range of ethnic and cultural backgrounds. Presenting problems included 
psychosis, phobia, panic attacks, depression, agoraphobia and chronic pain. I completed 
a number of cognitive assessments, using the WTAR, NART, WAIS-III, WMS, AMIPB 
and trail making. Reasons for cognitive impairment included anoxia and alcohol use. I 
also developed and co-facilitated a 6-week CBT self-esteem group for day service clients.
As part of this placement I attended the weekly psychology meetings, ward rounds and 
team meetings. I also attended fortnightly teaching sessions on a range of issues such as 
risk assessment, self-harm and personality disorder, arranged specifically for Trainee 
Clinical Psychologists on placement.
I completed my service related research project within this placement, investigating the 
impact of a consultation-liaison scheme on appropriateness of referrals from primary care 
to one of the teams. The outcome of this was presented to the multi-disciplinary team. 
This placement also provided the opportunity to attend training on new psychological 
service developments occurring within the trust.
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Summary of People with Learning Disabilities Placement 
(April 2004 -  September 2004)
This placement was set in a Community Learning Disabilities Team, which consisted of 
both NHS and Social care staff. Whilst on placement I was supervised by a Clinical 
Psychologist. The main psychological models used were systemic, cognitive-behavioural 
and behavioural. I also had the opportunity to undertake supervision of systemic work 
with a Systemic therapist.
I undertook work with clients ranging in age from 22-68, presenting with difficulties such 
as self-injurious behaviour, difficulty in coping with work, panic attacks, depression, 
relationship difficulties, aggression and difficulties with social skills. This work took 
place in a variety of settings, including residential and private homes, and observations 
were undertaken of people in the community. Consultation was provided to staff of 
residential homes and guidelines on how to help support clients were developed. Two 
cognitive assessments using the WAIS-III and WMS were undertaken. A number of 
dementia screening assessments and were also completed.
I also completed two training sessions about dementia, its causes and management, to 
staff at a residential home. As part of this placement, I jointly developed (with another 
Trainee Clinical Psychologist) a leaflet for people with learning disabilities, on the 
experience of hearing voices and undertook a presentation to the multidisciplinary team 
on voice hearing.
I attended a number of team meetings, including a case discussion and business meeting 
of the Challenging Needs Service. I also had the opportunity to discuss vulnerable adults 
and supporting people policies with the Social Care assessor.
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Summary of Children and Families Placement 
(October 2004 — March 2005)
This placement was based in a Tier 3 Child and Adolescent Mental Health service. I was 
supervised by a Clinical Psychologist. I also had the opportunity to work jointly with the 
Consultant Clinical Psychologist and the Senior Practitioner within the team. The main 
psychological models used were Cognitive Behavioural, Psychodynamic and Systemic.
I undertook work with children and adolescents ranging in age from 5 to 17. I worked 
with children individually and their families. I worked with clients with a range of 
difficulties including binge eating disorder, depression and interpersonal difficulties, 
aggression and self-injurious behaviour, toilet phobia, faddy eating, Aspergers syndrome, 
ADHD and attachment disorder. A range of techniques were employed including play 
therapy (informed by a psychodynamic model), psychoeducation and cognitive. A 
number of cognitive assessments were also undertaken, using the WISC-III, WORD and 
K-BIT. Other assessment tools used included the Child Apperception test, Story stems, 
Connors Rating Scale, Child Behaviour Checklist, Vineland Adaptive Behaviour Scale, 
Strengths and Difficulties Questionnaire and the Child Depression Inventory.
I attended multidisciplinary team meetings, and presentations on the Early intervention 
for Psychosis service and child psychotherapy service. I also undertook CPA training.
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Summary of Specialist Neuropsychology Placement 
(April 2005 -  October 2005)
This placement was based in the neuropsychology department of a Neurorehabilitation 
Centre, which provided specialist in and out-patient rehabilitation from brain injury. 
Rehabilitation at the centre was provided by a multidisciplinary team of Clinical 
Psychologists, Speech and Language Therapists, Occupational Therapists, 
Physiotherapists, Neuropsychiatrists and Nurses. I was supervised by the Consultant 
Clinical Neuropsychologist, who was also Clinical Director of the service. The main 
psychological models used were neuropsychological and cognitive-behavioural.
I undertook 12 detailed assessments of cognitive functioning in individuals aged between 
17 and 74, from a range of ethnic and cultural backgrounds which necessitated working 
with an interpreter for one assessment. The main assessment tools used were the Mini 
Mental State Examination, WAIS-III, WMS, NART-R, WTAR, Rey complex figure, 
Stroop, Modified Wisconsin Card Sorting Task, BADS, Graded Naming Test, Verbal 
Fluency, WASI, KBNA, and Token test, and results were interpreted to make 
recommendations for rehabilitation. In addition, I completed a number of cognitive 
assessments for the epilepsy surgery programme, which offered elective neurosurgery for 
medication resistant epilepsy. I also worked with individuals using Motivational 
Interviewing and insight raising techniques to identify and work towards goals for 
rehabilitation, such as returning to work or college, and to implement the use of memory 
aids. I worked with individuals and families to address the emotional impact of trauma 
and adjustment to loss. I also developed behavioural programmes to help support staff 
and families in caring for individuals who were sexually disinhibited or aggressive. I was 
involved in running four groups a week on problem solving and CBT as part of a 12 
week outpatient group programme.
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I also regularly attended multidisciplinary team goal planning meetings, for all clients 
with whom I was working. I also observed had the opportunity to observe 
neuroradiological interventions for aneurysms.
Summary of Older People Placement 
(October 2005 — March 2006)
This team was based in the Older People’s Mental Health Service, which consisted of an 
inpatient unit, an outpatient service, a community mental health team and day services. I 
was supervised by a Consultant Clinical Psychologist, who was also head of specialty. 
The main psychological models used were Cognitive Behavioural and Psychodynamic.
I worked with people aged between 65 and 80, presenting with a variety of emotional and 
cognitive difficulties in inpatient, outpatient and community settings. I undertook 
cognitive assessment of people presenting with a possible diagnosis of dementia, and 
provided pre and post-diagnostic counselling to individuals and families. The main 
assessment tools used were the WTAR, Schonell Graded Reading test, WAIS-III, 
AMIPB, Trail Making Test, BADS, Doors and People, CAMCOG, Hayling and Brixton 
tests. I also worked individually with clients who were having difficulties adjusting to 
bereavement, who had been sexually and physically abused, and were experiencing panic 
attacks.
I co-facilitated three training sessions about the neuropsychology and management of 
dementia to staff at residential and nursing homes. I also regularly attended ward rounds 
and the Psychology specialty meeting on two occasions.
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Summary of Specialist Assertive Outreach Placement 
(April 2006 -  September 2006)
This placement was based in a rural assertive outreach team, and included work in the 
community and acute inpatient and rehabilitation units. I was supervised by a Consultant 
Clinical Psychologist and the main models used were CBT, systemic and recovery.
I worked with individuals and families presenting with severe and enduring mental health 
problems, aged between 31 and 57. Individuals presented with diagnoses of paranoid 
schizophrenia and bipolar disorder. I also co-facilitated a community based recovery 
group. Assessment tools included the Lancashire quality of life measure, BDI and 
Rosenberg self-esteem scale.
Part of my role was to provide a psychological perspective to the weekly clinical meeting 
and to provide consultation on the psychological care of clients to colleagues. I also 
developed and ran a training session on the experience of hearing voices to staff in the 
rehabilitation unit.
I set up a working party of assertive outreach team clients and colleagues to develop a 
leaflet which explained what AOT is. This consisted of consultation with senior 
colleagues regarding the uses of the leaflet, and then working with colleagues and clients 
as a psychologist but not a therapist, in order to ensure that each persons views and 
opinions were represented in the final draft.
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Research Logbook
1 Formulating and testing hypotheses and research questions Z
2 Carrying out a structured literature search using information technology and 
literature search tools
Z
3 Critically reviewing relevant literature and evaluating research methods Z
4 Formulating specific research questions Z
5 Writing brief research proposals Z
6 Writing detailed research proposals/protocols Z
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
Z
8 Obtaining approval from a research ethics committee Z
9 Obtaining appropriate supervision for research Z
10 Obtaining appropriate collaboration for research Z
11 Collecting data from research participants Z
12 Choosing appropriate design for research questions Z
13 Writing patient information and consent forms Z
14 Devising and administering questionnaires Z
15 Negotiating access to study participants in applied NHS settings Z
16 Setting up a data file Z
17 Conducting statistical data analysis using SPSS Z
18 Choosing appropriate statistical analyses Z
19 Preparing quantitative data for analysis Z
20 Choosing appropriate quantitative data analysis Z
21 Summarising results in figures and tables Z
22 Conducting semi-structured interviews Z
23 Transcribing and analysing interview data using qualitative methods Z
24 Choosing appropriate qualitative analyses Z
25 Interpreting results from quantitative and qualitative data analysis Z
26 Presenting research findings in a variety of contexts Z
27 Producing a written report on a research project Z
28 Defending own research decisions and analyses z
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
□
30 Applying research findings to clinical practice z
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Abstract
Objective
In line with recommendations made by the Mental Health National Service 
Framework (Department of Health, 1999), improved liaison between primary care and 
Community Mental Health Teams (CMHT’s) is to be established. One reason for this 
policy is to improve the appropriateness of referral from primary care to CMHT’s.
The aim of this study was to evaluate the effectiveness of implementing a 
consultation-liaison scheme on increasing the appropriateness of referrals from a GP 
practice to a CMHT.
Design
The study involved a retrospective review of all referrals to the CMHT from G.P. 
practices (n=5) that fell within the CMHT catchment area. The consultation liaison 
scheme was implemented in one GP surgery. Referrals three months pre and three 
months post implementation of a consultation liaison scheme were screened.
Setting
A CMHT providing a service to people between the ages of 16 and 65.
Participants
All service users referred to the CMHT by GP practices in the catchment area over a 
six month period.
Main Outcome Measure
The proportion of appropriate referrals, defined as those referrals taken onto the 
CMHT caseload.
Results
No significant association between implementing a consultation liaison scheme and 
appropriateness of referral was found, although an increase in the proportion of 
appropriate referrals for the target surgery was observed.
Conclusions
It is unclear whether a consultation-liaison scheme is effective as a method for 
improving appropriateness of referrals made from primary care to a CMHT.
However, conclusions are limited by the small sample size.
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Introduction
Traditionally, there has been organisational, professional and cultural separation 
between primary care and specialised mental health services, and as a consequence a 
large burden of unmet need. Even with the best resources, mental health services 
cannot meet the huge demand for mental health care in the community, but 
nevertheless forms the mainstay of the mental health system (Department of Health, 
2001). The Mental Health National Service Framework (MHNSF) (Department of 
Health, 1999) calls for a single, seamless system of care, and suggests a role for 
Community Mental Health Teams (CMHT’s) involving liaison between specialised 
services and primary care, and supporting primary care to shape referrals and enhance 
care. It is this aspect of CMHT functioning that forms the focus of this research.
There is however, a lack of agreement over the roles and responsibilities of primary 
and secondary care and of the best methods of working at this interface. CMHT’s 
currently have little opportunity to influence the referrals they receive from GP’s.
This, in combination with ineffective communication, has led to dissatisfaction and 
tension between primary and secondary care (Cask and Croft, 2000). Some mental 
health services have addressed this problem by introducing a named lead person for 
basing with primary care, leading to significantly greater satisfaction and improved 
levels of care (Rajagopal, Goldberg and Nikolaou, 2003).
In order to achieve better primary mental health care, as demanded by the MHNSF, 
services working with primary care teams should agree protocols for the referral, 
assessment and treatment of service users and should establish liaison arrangements to 
support the general practice staff in identifying, assessing, managing and 
appropriately referring those with mental health problems (Department of Health, 
1999; Cask and Croft, 2000). The National Institute for Clinical Excellence supports 
this endeavour by reviewing existing protocols and kitemarking examples of good 
practice. However, research evidence suggests that protocols and guidelines are more 
likely to be effective if they are locally developed and owned (Gask and Croft, 2000). 
Nationally produced standards and guidelines need to be adapted for local relevance.
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Clearly, workers from both primary and secondary care must contribute to this task to 
ensure that mutual expectations of what each can provide are realistic.
A number of methods of liaison have been developed and implemented previously 
(Gask and Croft, 2000). However, not all of these methods are relevant to the current 
suggestions for CMHT liaison, which aims to provide a supportive and educative role 
rather than actually taking on the burden of assessing and treating patients in primary 
care. Two models of liaison which fulfil this role are consultation-liaison and link 
worker schemes. Consultation-liaison schemes involve regular face-to-face contact 
between the visiting psychiatrist or CMHT worker and the primary care team.
Referral only takes place after discussion at the face-to-face meeting. When referral 
takes place feedback on outcome is provided to the team. The second model involves 
the assignment of link workers (Goldberg and Goumay, 1997; cited Gask and Croft, 
2000), most commonly Community Psychiatric Nurses (CPN’s), to liase directly with 
practices to set up better channels of communication between primary care and 
specialised services, shared care protocols and practice-based education, and to 
increase appropriate referral. A worker who has specific expertise in addressing the 
needs of primary care would ideally coordinate this. A potential problem with this 
model of working may be the lack of local staff trained in working in this role. Both 
models need to be evaluated on a local basis in order to determine their suitability and 
applicability to meet the demands of the local health care system.
The CMHT, which forms the focus of this study, is currently aiming to re-structure its 
services in order to meet the requirements of the MHNSF. One aspect of this is to 
improve its links with primary care by implementing a consultation-liaison scheme 
initially and subsequently a link worker in order to shape referrals and support care. 
However, it remains unclear whether this will be an effective strategy locally.
Aims and hypotheses
The aim of this study was to determine whether implementation of a liaison scheme 
would improve the appropriateness of referrals from primary care to a CMHT. It was
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hypothesised that implementation of a consultation-liaison scheme between primary 
care and the CMHT, and subsequently a link worker, would decrease the number of 
inappropriate referrals (defined as those referrals returned to GP) from a GP practice 
to the CMHT.
Methods
Design
The study involved a retrospective review of all referrals to the CMHT from G.P. 
practices (n=5) that fell within the CMHT catchment area.
Participants
The CMHT provides a service to people between the ages of 16 and 65 in a catchment 
area comprising part commuter town, part rural community, with a population of 
approximately 39,000 people. The CMHT caseload is around 300 people. All service 
users referred to the CMHT by GP practices in the catchment area over the specified 
time period were included in the study.
Procedure
There were three proposed phases to the study:
1) Baseline: referrals from all GP practices to the CMHT were to be 
retrospectively screened for a three month period (August to October, 2003). 
For each practice, the number of referrals returned to the GP’s without 
assessment, the number assessed and then referred back, and the number 
accepted onto the CMHT caseload were to be determined. Those referrals not 
accepted onto the CMHT caseload were deemed to be inappropriate.
2) Implementation of consultation scheme: two senior members of staff from the 
CMHT were to establish a consultation scheme with one G.P. surgery within 
the catchment area. This scheme involved one-hour weekly consultations with 
G.P’s, plus unlimited e-mail and phone contact for advice on referral and 
management of patients. It was proposed that this phase should last for a 
three-month period (November, 2003 to January, 2004). No additional contact 
was offered to other GP practices in the catchment area. The same data as 
described for the baseline period was to be collected for each GP practice.
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3) Implementation of a link worker: it was proposed to introduce a link worker 
to begin regular sessions in the same GP practice that was involved in the 
consultation scheme. The role of the link worker was to provide support and 
advice to primary care worker, to improve communication between primary 
care and specialised services and hence to improve appropriateness of referral. 
It was proposed to collect the same data as described for the baseline and for 
the consultation period between February 2004 and April 2004.
The time frame for implementation of the consultation and link worker schemes and 
design of the study was developed by members of the CMHT, and the trainee Clinical 
Psychologist was responsible for evaluation of the schemes. However, after the 
research began the service decided not to appoint a link worker due to staff shortages 
and the lack of local staff trained in working with primary care. As a result, 
modifications to the original design were necessary, and hence only stages one and 
two of the project were implemented.
1) Baseline: referrals from all GP practices in the area to the CMHT were 
screened for a three-month period (September to November, 2003). Data, as 
described for the baseline period in the original project design, was collected
for each GP practice.
2) Implementation of consultation scheme: The consultation-liaison scheme, as 
described above, was implemented, and referrals screened from December 
2003 until February, 2004. The data collected was the same as for the baseline 
period.
Data analysis
As the data were categorical, Pearson chi-square tests were used for analysis. In order 
to test the hypothesis that implementation of a consultation-liaison scheme would 
decrease the number of inappropriate referrals to the CMHT, three sets of analyses 
were planned:
1) to determine if there was a baseline difference between the intervention and 
non-intervention surgeries in order to enhance confidence in reported findings,
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comparisons of outcome from referral pre-implementation of the consultation 
scheme for the intervention and non-intervention surgeries were made.
2) to determine if implementation of the consultation scheme impacted on 
referrals, comparisons of outcome from referral post-implementation of the 
scheme for intervention and non-intervention surgeries were made, and the 
association between outcome of referral and surgery determined.
3) to compare the outcome of referral pre and post implementation of the 
consultation scheme for the intervention surgery only, in order to determine 
the impact of the scheme.
Due to the small numbers in each cell, categories for outcome of referral were 
condensed from three (as described in the baseline procedure) to two - taken on by the 
CMHT or not taken on. Nevertheless, the small cell sizes still led to violation of the 
sample size assumption underlying Chi-square tests for some of the planned analyses 
(Green and Salkind, 2003) and hence descriptive statistics only are reported in these 
cases.
Results
Baseline (pre-intervention)
Table 1 shows the outcome of referrals to the CMHT between September and November 
2003. Overall, the team took on 70% of referrals from all GP practices. The surgery 
involved in the intervention had a relatively small proportion of referrals taken on (59%) 
when compared to three of the other practices (87%, 85%, and 89%). Only one other 
practice had a similarly low uptake of referrals (50%).
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Table 1: Outcome of referrals to the CMHT between September and November 2003 
at baseline
Practice
Total number 
of referrals Refer back to GP
Outcome of referral
Assess
and refer back Taken on Missing
1
(population
5000) 8 1 (13%) 0 (0%) 7 (87%) 0 (0%)
2
(population
5000) 12 2 (17%) 4 (33%) 6 (50%) 0 (0%)
3**
(population
12000) 22 5 (23%) 4 (18%) 13 (59%) 0 (0%)
4
(population
12000) 13 2 (15%) 0 (0%) 11 (85%) 0 (0%)
5
(population
5000) 9 1 (11%) 0 (0%) 8 (89%) 0 (0%)
Total 64 11 (17%) 8 (13%) 45 (70%) 0 (0%)
** Practice involved in consultation scheme (intervention surgery)
It was of interest to determine whether there was an association between surgery and 
appropriateness of referrals at baseline in order to accurately interpret the effect of the 
consultation scheme and also to determine whether, at baseline, there were particular 
surgeries which appeared to need extra support in managing their referral system. 
Table 2 shows the association between appropriateness of referrals and surgery at 
baseline.
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Table 2: Association between appropriateness of referrals and surgery at baseline
Surgery Outcome of referral
Inappropriate (%) Appropriate (%)
1 n=8 1 (12%) 7 (88%)
2 n=12 6 (50%) 6 (50%)
3** n=22 9 (41%) 13 (59%)
4 n=13 3 (23%) 10 (77%)
5 n=9 1 (11%) 8 (89%)
** intervention surgery
It was planned to conduct a two-way contingency table analysis using a Pearson chi- 
square test, but it was found that four cells had expected counts of less than five. 
Therefore, the data did not meet the assumptions for use of chi-square. However, 
examination of the trends in the data indicated that surgeries 1,4 and 5 had higher rates of 
appropriate referral than surgeries 2 and 3 (intervention surgery).
Therefore, in order to allow examination of the association between surgery and 
appropriateness of referral at baseline, all non-intervention practices were condensed 
into a single group. A two-way contingency table analysis using a Pearson chi-square 
test was then conducted to determine the association between surgery and 
appropriateness of referral (see Table 3).
Table 3: Association between surgery (intervention surgery or non) and 
appropriateness of referral at baseline
Surgery Outcome of referral
Inappropriate Appropriate
Intervention surgery n=22 9 (41%) 13 (59%)
Non-intervention surgeries n=42 11 (26%) 31 (74%)
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A Pearson chi-square test revealed no significant association between surgery and 
outcome of referral pre-implementation of the scheme [%2(1, n=64) =1.46, p=0.228, 
Phi =0.151]. However, trends in the data show a greater proportion of referrals to be 
appropriate for the non-intervention surgeries compared with the intervention surgery 
at baseline.
Post implementation of consultation scheme
Table 4 shows the outcome of referrals to the CMHT between December 2003 and 
February 2004.
Table 4: Outcome of referrals to the CMHT between December and February
Practice Outcome of referral
Total number Assess
of referrals Refer back to GP and refer back Taken on Missing
1
(population
5000) 7 4 (57%) 0 (0%) 3 (43%) 0 (0%)
2
(population
5000) 10 1 (10%) 0 (0%) 9 (90%) 0 (0%)
3**
(population
12000)
A
19 2 (11%) 1 (5%) 16 (84%) 0 (0%)
4
(population
12000) 12 0 (0%) 0 (0%) 12 (100%) 0 (0%)
5
(population
5000) 3 1 (33%) 0 (0%) to I 0 (0%)
Total 51 8 (16%) 1 (2%) 42 (82%) 0 (0%)
** Practice involved in consultation scheme (intervention surgery)
In comparison with the baseline period, it can be seen that overall a greater proportion of 
referrals to the team were taken on (82% versus 70% at baseline). For the intervention 
surgery, 84% of referrals were taken on compared with 59% at baseline.
The association between surgery and appropriateness of referrals was determined in order 
to examine both whether the consultation-liaison scheme resulted in higher rates of
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appropriate referral for the intervention surgery in comparison with the other surgeries and 
whether there were particular surgeries which needed extra support. Table 5 shows the 
association between appropriateness of referral and surgery post-intervention.
Table 5: Association between appropriateness of referrals and surgery post­
implementation of a consultation scheme.
Surgery Outcome of referral
Inappropriate (%) Appropriate (%)
1 n=7 4 (57%) 3 (43%)
2 n=10 1 (10%) 9 (90%)
3** n=19 3 (16%) 16 (84%)
4 n=12 0 (0%) 12 (100%)
5 n=3 1 (33%) 2 (67%)
** intervention surgery
It was planned to conduct a two-way contingency table analysis using Pearson chi- 
square test, but it was found that six cells had expected counts of less than 5, therefore 
the data did not meet the assumptions for the use of chi-square. Examination of the 
trends in the data showed an improvement in the rate of appropriate referral not only 
for the intervention surgery, but also for surgeries 2 and 3. However, surgeries 1 and 
5 showed a decrease in the proportions of appropriate referral.
In order to test the hypothesis that the intervention would increase the appropriateness 
of referrals, all non-intervention practices were condensed into a single group. A two- 
way contingency table analysis using a Pearson chi-square test was then conducted to 
determine if there was an association between surgery and appropriateness of referral 
post-implementation of the consultation-liaison scheme. Table 6 shows the 
association between surgery and appropriateness of referral post-intervention.
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Table 6: Association between surgery (intervention surgery or non) and 
appropriateness of referral post-implementation
Surgery Outcome of referral
Inappropriate Appropriate
Intervention surgery n=19 3 (16%) 16 (84%)
Non-intervention surgery n=32 6 (19%) 26 (81%)
*1 cell has an expected count of less than 5.
A Pearson chi-square test revealed no significant association between surgery and 
outcome of referral post-implementation of the scheme [%2 (1, n=51) =0.072, p=0.789, 
Phi = -0.038]. Therefore, although there was an increase in the proportion of 
appropriate referrals for the intervention surgery as would have been predicted from 
the hypothesis, there were also changes in the proportions of appropriate referral for 
the non-intervention surgeries.
In order to determine whether there was an association between outcome of referral and 
the implementation of the consultation scheme for the intervention surgery, a two-way 
contingency table analysis using a Pearson chi-square test was conducted (see Table 7).
Table 7: Association between implementation of a consultation scheme and 
appropriateness of referral for the intervention surgery
Time period Outcome of referral
Inappropriate Appropriate
Pre-implementation of consultation scheme (n=22) 9 (41%) 13 (59%)
Post-implementation of consultation scheme (n=19) 3 (16%) 16 (84%)
A larger proportion of referrals were observed to be appropriate post-intervention, 
however no significant association between implementation of the consultation scheme
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and appropriateness of referral was found [%2(1, n=41) =3.107, p=0.078, Phi =0.275]. 
However, the result approached significance.
Discussion
Current government policy (MHNSF, Department of Health, 1999) calls for effective 
liaison between primary care and specialised services and specifically for CMHT’s to 
support and inform appropriate referral from primary care. The original aim of this 
study was to evaluate the effect of implementing a consultation-liaison and 
subsequently a link worker scheme on the appropriateness of referrals from a GP 
practice to a CMHT. However, due to staff shortages, and an inadequate time frame, 
the team were unable to appoint someone to this role. Therefore, the impact of the 
consultation-liaison scheme only was evaluated. It was hypothesised that 
implementation of the scheme at one GP practice of five in the catchment area, would 
decrease the number of inappropriate referrals (defined as those referrals returned to 
the GP) to the CMHT. The hypothesis was tested by conducting a retrospective 
screening of all referrals from GP surgeries within the CMHT catchment area three 
months pre and post-implementation of the scheme, and examining the association 
between surgery and outcome of referral.
At baseline, a relatively large proportion of referrals from the intervention surgery 
were inappropriate compared with non-intervention surgeries, however the 
association between appropriateness of referrals and surgery (whether involved with 
the intervention or not) was not found to be statistically significant. Post­
implementation of the consultation scheme, there was an increase in the proportion of 
appropriate referrals from the intervention surgery. However there were also changes 
(both increases and decreases) in appropriate referral from the non-intervention 
surgeries. No statistically significant association between surgery and outcome of 
referral was found. Finally, no significant association between outcome of referral 
and implementation of the scheme for the target surgery was found, however, the 
result approached significance. Therefore, no support for the hypothesis that
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implementation of a consultation-liaison scheme would decrease the proportion of 
inappropriate referrals from primary care to a CMHT was found.
One of the main limitations of the current study was the small sample size, which in 
some instances precluded the use of Chi-square tests for analysis. If a larger sample 
had been screened, a significant association between outcome of referral and 
implementation of the consultation scheme may have been observed at the 
intervention surgery, as this association was already approaching significance with a 
relatively small sample size. However, this is purely speculation. One way to 
achieve a larger sample size would have been to lengthen both the baseline and 
follow-up screening periods.
A limitation to interpreting the results is the observed variation in appropriate referrals 
for not only the intervention surgery, but for the non-intervention surgeries also. 
Hence, there appears to be some ‘normal’ fluctuation in appropriateness of referral. It 
is therefore uncertain whether the increase in appropriate referrals observed for the 
intervention surgery was due to the intervention or whether it reflects normal 
fluctuation in referral. Addition of another time period to screen referrals would 
allow normal fluctuations in referral to be monitored.
It was disappointing that there was no opportunity to investigate the effectiveness of a 
link worker in improving appropriateness of referrals. However, the time-frame for 
implementation was unrealistic, but despite discussion with the team, it was included 
in the design. It is possible that implementation of a designated link worker may have 
had more of an impact on referrals than the consultation scheme, but again this is 
purely speculation.
The results from this audit were fed back to the service (see Appendix A), and 
although they were disappointed that the scheme had not led to a drastic improvement 
in appropriateness of referrals, could see the benefit in continuing to audit the scheme 
in order to collect a larger sample and hence a clearer picture of its effectiveness.
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They also plan to implement the scheme in other surgeries and still plan to appoint a 
link worker, which will allow a comparison of liaison methods.
In conclusion, it is unclear whether a consultation-liaison scheme is effective as a 
method for improving appropriateness of referrals made from primary care to 
CMHT’s. Although this has been shown to be an effective scheme in other parts of 
the country, local variations in resources and characteristics of the health care system 
means that some schemes and protocols developed to meet the requirements of the 
MHNSF may not be effective in all localities. It cannot be concluded from the current 
research whether or not this scheme will be useful locally, however, the issue of local 
relevance should be considered when implementing protocols in future, and continued 
audit and research at the local level is essential. Future research aimed at evaluating 
the impact of liaison between primary care and CMHT’s should concentrate on 
collecting larger sample sizes and, once a link worker is appointed, could compare the 
effectiveness of different methods of basing at the primary secondary care interface.
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. Ezza
NHS Trust
Dear ". . . ?
Rc: Presentation of results from audit of referrals from GP practices to the 
CMHT
Thank you for coming to our team meeting on Tuesday 4th May to discuss the results 
from the audit of GP referrals. We intend to continue to audit the referrals in order to 
help us to continue to monitor the current changes to the structure and functioning of 
the CMHT.
Yours sincerely
'".y*1’C*
Nurse Behavioural Psychotherapist
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ABSTRACT
Objective: Previous research suggests that the distress experienced by clinical
voice hearers is associated with the perceived relationship between voice and hearer, 
independent of beliefs about voices and depression. The current study aimed to 
extend this research by comparing the interpersonal styles of non-clinical and clinical 
voice hearers, and determining whether relating styles were associated with distress. 
Design: The study employed a cross-sectional, quantitative design, and used
between-subjects and correlational methods.
Setting: Clinical participants were recruited from adult mental health services
across three NHS trusts. Non-clinical participants were recruited via the media, 
across the U.K.
Participants: 32 clinical voice hearers and 18 non-clinical voice hearers.
Main Outcome Measures: Individuals were assessed using the distress scale of 
PSYRATS, the Voice and You self-report questionnaire, the Beliefs About Voices 
Questionnaire -  Revised, and the Beck Depression Inventory-II.
Results: For clinical voice hearers, distress was significantly associated with
perceptions of the voice as dominating and intrusive, and hearers distancing 
themselves from the voice. However, these associations were not independent of 
beliefs about voices’ omnipotence or malevolence. For non-clinical voice hearers, 
distress was significantly associated with distancing by the voice hearer. Non-clinical 
voice hearers were found to be significantly less distressed than clinical voice hearers 
and to have significantly less maladaptive relationships on measures of voice 
dominance, intrusiveness and hearer distance.
Conclusions: The way in which voice hearers appraise their relationship with the 
voice is associated with distress. Clinically, the development of less maladaptive 
relationships between voice and voice hearer may reduce distress.
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INTRODUCTION
1.1 Overview
Auditory hallucinations are traditionally associated with psychotic illnesses such as 
schizophrenia, manic depression, and affective psychoses (Chadwick et a l, 1996; 
Morrison, 1998). They exist in a number of different forms, but most often take the 
form of voices (Beck & Rector, 2003). Auditory hallucinations are often disabling 
and distressing (Leudar et a l, 1997; Nayani & David, 1996), and in fact the ‘profile’ 
of the experience is one of distress (Chadwick et a l, 2000). This thesis is concerned 
with developing further understanding of the psychological processes that are 
hypothesised to be associated with the emotional response to auditory hallucinations.
The traditional medical model views auditory hallucinations as categorically distinct 
from ‘normal’ functioning and as meaningless events, indicative of mental illness. 
However, in addition to their occurrence in people diagnosed with mental health 
problems, auditory hallucinations have been reported by a range of other people 
including those who have been bereaved, sexually abused, sleep deprived or tortured 
(Kingdon & Turkington, 1994). In fact, they are thought to occur as part of a normal 
response to life events and trauma and the content of hallucinations are often 
meaningful and personally salient (Thomas & Leudar, 1996). This has led some 
psychologists and researchers to question whether auditory hallucinations are an 
unequivocal sign of mental illness (Romme et a l, 1992), and adopt the approach that 
auditory hallucinations, or hearing voices, to provide the preferred demedicalised 
term, lie on a continuum with normal functioning (Strauss, 1969). Whilst it is usually 
assumed that hearing voices is inevitably distressing, for some the experience serves 
adaptive functions (Miller et a l, 1993). Many people hear positive voices, which 
offer advice and guidance, and have made sense of and integrated the experience into 
their lives without support from healthcare professionals. This group are reportedly 
less or not at all distressed by their experiences (Honig et a l, 1998). What are the 
differences between this group and hearers who present to services? By developing 
our understanding of the differences between these groups, it may be possible to 
understand more about the factors that are associated with distress. This is important 
as reducing distress associated with the experience has become the main therapeutic
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target for therapists working with hearers. Further understanding of the way in which 
distress is mediated is therefore clinically relevant.
Whether or not voices are experienced as distressing or encouraging, what is clear is 
that the experience demands an emotional response as people attempt to understand it 
(Thomas et al., 2004). Ground breaking work conducted by Benjamin (1989) found 
that some hearers form relationships with their voices, which show many of the 
dynamics found in ordinary social relationships. Phenomenological research has 
found that many people who hear voices attribute them to others, suggesting that one 
way in which hearer’s may attempt to make sense of the experience is through the 
personification and personalisation of the voices (Leudar et al, 1997). Indeed, voices 
personified as parental or dominant figures are commonly reported (Chadwick et al, 
1996; Thomas & Leudar, 1996). These findings have led to the suggestion that the 
experience of voice hearing can be viewed as interpersonal (Chadwick et a i, 1996) 
and cognitive theorists have incorporated beliefs about interpersonal power structures 
into theories of the maintenance of voice hearing. Recent innovative research has 
developed these ideas to suggest that the way in which hearers relate to their 
predominant voice, and perceive their voices to relate to them, is associated with the 
emotional response to the experience (Vaughan & Fowler, 2004).
This thesis has arisen as a direct development of cognitive and interpersonal 
conceptualisations of the emotional response to voice hearing experiences. It is 
specifically interested in developing further understanding of whether the relationship 
that exists between hearer and voice is associated with distress by extending the work 
of Vaughan & Fowler (2004). In order to provide a clear rationale for the 
experimental work, a number of different areas of the literature will be reviewed.
First, the prevalence of voice hearing will be considered. Second, those studies which 
compare the voice hearing experiences of clinical and non-clinical hearers will be 
evaluated in order to determine what, if any, are the differences in the experience, and 
to consider whether hearing voices lies on a continuum with ‘normal’ experience. 
Third, cognitive accounts, which emphasise the role of mental processes in 
determining the emotional response to the experience, will be examined. Finally,
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theories which focus on the importance of interpersonal and social processes will be 
explored and the aims and objectives of the experimental work outlined.
1.2 The prevalence of hearing voices
There is considerable evidence that a significant proportion of people, who have never 
had contact with mental health services, hear or have heard voices (Wykes, 2004). 
These findings prompted the suggestion that hearing voices lies on a continuum with 
normal functioning (Strauss, 1969). However, the rate of voice hearing experiences 
observed differs between studies (ranging from 2% to 71%) and is dependent on the 
measure used, sampling procedures, and the type of prevalence reported, i.e. lifetime 
versus annual.
Perhaps the most methodologically robust study was conducted by Tien (1991) in the 
United States. Tien reported data from the National Institute of Mental Health 
(NIMH) Epidemiologic Catchment Area Programme (EGA) carried out in the U.S. 
between 1980 and 1984. The programme interviewed 18,572 community residents 
using the NIMH Diagnostic Interview Schedule (DIS). The lifetime prevalence of 
hallucinations (not related to drugs or medical problems) in this sample was 10% for 
men and 15% for women, and the overall rates were similar for visual, auditory and 
tactile hallucinations. The annual incidence of hallucinations in all modalities was 
between 4 and 5%. Furthermore, the proportions of hallucinations causing no distress 
or impairment of function were much higher than those associated with distress or 
impairment (Tien, 1991).
A more recent study, conducted in Britain, provides possible explanations for the 
differences in the reported prevalence of voice hearing experiences. Johns and 
colleagues (Johns et al., 2002) found that the point prevalence of hearing voices 
differed according to cultural group. The point prevalence of voice hearing in white 
respondents was 4%, however, the rate was 2.5 times higher in the Caribbean sample, 
and only 2% in Asian respondents. The authors suggest that differences between 
cultural groups, may partly account for the different rates of experiences reported in 
the literature.
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Despite the limitations of the research, there is substantial evidence of voice hearing 
experiences in people not diagnosed with mental illness. Studying hallucinatory 
experiences in the general population, may inform our understanding of the clinical 
phenomena, particularly in relation to factors which are associated with the emotional 
response to the experience. How does the experience differ between people who are 
and are not in touch with healthcare services?
1.3 Hearing voices in clinical and non-clinical populations
Are there specific characteristics of hearing voices which distinguish clinical and non- 
clinical populations? This section will begin by considering differences in the 
experiences of the two groups and then consider the impact of culture and society on 
people’s understanding and responses to the experience.
1.3.1 What are the differences between the voice hearing experiences of clinical 
and non-clinical hearers?
A number of studies have compared the voice hearing experiences of clinical and 
non-clinical hearers. Romme and colleagues (Romme et a l, 1992) conducted a 
survey of hearing voices in a self-selecting sample. Data was collected from 173 
hearers, 76 of whom were not in psychiatric care. The factors which distinguished 
non-clinical from clinical hearers were that non-clinical hearers were more often 
married, perceived themselves to have more social support and communicated more 
about their voices. The whole sample (n=173) were divided into a coping and a non­
coping group. Difficulty in coping was reported by 66% (n=l 15) of the sample. Of 
those who classed themselves as non-copers, 49% were in psychiatric care, compared 
with 24% of copers (a significant difference). The nature of the relationship between 
hearer and voice was found to be important in the ability to cope, with those who 
perceived themselves as weaker, or less powerful, less able to cope. People who 
could cope were able to set boundaries and selectively engage with the voice, and 
were able to communicate about their experiences. Romme et al (1992) concluded 
that it is not the hallucinations per se that determine whether people seek help from 
services, but how well they are able to cope with the experience. Those who reported 
coping well described a greater strength in relationship to their voices and the 
environment, and perceived the environment as supportive rather than threatening.
159
Volume I -  Major Research Project Introduction
The authors suggest that hearing voices reflects an individuals relationship to their 
environment and is therefore both a psychological and a social process.
Another study which examined the differences and similarities between clinical and 
non-clinical hearers was conducted by Leudar and colleagues (Leudar et a l,  1997). 
The authors compared the experience of 28 clinical hearers (participants diagnosed 
with schizophrenia) with 14 non-clinical hearers. There was no significant difference 
between the two groups in terms of whether voices were experienced on one occasion 
or recurrently, or in the frequency of identifiable or unidentifiable voices. However, 
non-clinical hearers reported voices which sounded like family members or 
themselves significantly more frequently than clinical hearers, whereas clinical 
hearers reported voices which sounded like public figures, acquaintances or 
supernatural characters significantly more often. In terms of the function of voices, 
the voices of the clinical group directed them to carry out an action significantly more 
often than non-clinical hearers, more often instigated violence, and were more 
abusive. Therefore, although there were no differences in terms of frequency or 
personification of the voice, there were significant differences between the two groups 
in terms of identity, function and content.
A further investigation compared the form and content of the voice hearing 
experience in three cohorts; patients with a diagnosis o f ‘schizophrenia’ (%=18), 
patients with a diagnosis o f ‘dissociative disorder’ («=15), and non-clinical hearers 
(«=15) (Honig et a l, 1998). In most clinical hearers, the onset of voices was 
preceded by either a traumatic event or an event that activated the memory of an 
earlier trauma, and the authors suggest that the disability incurred by hearing voices 
was associated with the reactivation of previous trauma and abuse. This is in line 
with previous research which has connected the onset of voice hearing with the 
experience of abuse or other trauma (Ensink, 1993; Romme et a l, 1992). With regard 
to the content of the voices, significantly more clinical hearers experienced the voices 
as being either neutral or negative. They were more afraid of the voices, which 
disturbed their daily life and controlled them. Non-clinical hearers reported feeling 
able to keep their voices under control possibly because the voices were 
predominantly positive and non-threatening (Honig et al, 1998). Differences between
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groups were mainly related to the content, emotional quality and locus of control of 
the voices.
Therefore, evidence indicates few differences in the form of voice hearing 
experiences of clinical and non-clinical hearers, thereby supporting the continuum 
model. However clinical hearers generally find their voices more distressing and 
disruptive (Romme et al, 1992; Honig et al, 1998), are more likely to identify voices 
as public figures or supernatural characters, have more negative content and are less 
able to control the experience (Leudar et al, 1997; Honig et al, 1998). However, it is 
difficult to draw definitive conclusions on differences and similarities between the 
experiences of clinical and non-clinical hearers as different variables, methods and 
small sample sizes were used in different studies. These studies are descriptive and 
do not attempt to account for the differences observed. Nevertheless, these results 
suggest that it is valid to view normal experience and psychosis as existing at two 
ends of a continuum. Hearing voices may therefore be considered as a dimensional 
phenomena (Division of Clinical Psychology, 2000). The evidence suggests that it is 
not the experience of hearing voices which causes distress, but perhaps the way in 
which they are understood. Which factors are important in this process? Data from 
cross-cultural and clinical studies indicate that social and cultural factors affect the 
emotional response to hearing voices (Al-Issa, 1977).
1.3.2 Impact of culture and society
Across cultures, the experience of hallucinations varies a great deal (Andrade, 1988). 
In most non-Western cultures, hallucinations tend to be regarded as sacred 
experiences and are interpreted in a religious context (Brugha, 1996) versus the 
predominant Western conceptualisation of hallucinations as pathological (Prince,
1992). Jackson (1997) investigated similarities and differences between 
hallucinations interpreted within a spiritual or psychological framework and found no 
clear differences in the form of experiences. However, differences were found in 
terms of the meaning attributed to so-called psychotic versus spiritual experiences and 
the consequent emotional and behavioural reactions. Spiritual experiences were 
found to have adaptive and life-enhancing consequences, whereas those seen as 
psychotic were found to lead to negative social and behavioural consequences
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(Fulford, 1989). Therefore the framework within which the experience is understood 
seems to have an impact on whether the experiences are construed as positive or 
negative (Jackson, 1997). Close & Garety (1998) suggest that in Western societies, 
whilst the experience of voice hearing is not inevitably distressing, the experience of 
hearing voices in conjunction with a psychotic diagnosis could be distressing due to 
the nature of societal and cultural stereotypes of mental illness.
Davies et al (2001) examined the experience of hearing voices in clinical hearers 
(“psychotic, remitted schizophrenics”)(«=18), and two groups of non-clinical hearers: 
participants from evangelical churches who heard voices («=17) and academics from 
South London who heard voices («=15). They found evidence to suggest that cultural 
beliefs are important in mediating emotional responses. The church group heard 
voices significantly less often than clinical hearers. Voices were rated as significantly 
more positive in the church group than in the academic group, whose voices were 
more positive than the clinical group. The authors suggested that the church group 
have access to organised belief-validation and social-support systems and so are able 
to interpret and cope with their voices in a positive fashion. It could be that the 
positive support received from a church community acts to ameliorate negative 
emotions associated with hallucinations such as fear or distress. This study provides 
further evidence that the meaning and interpretation of the experiences differentiates 
clinical and non-clinical groups.
Further evidence for this argument was advanced by Jones et al, (2003). They 
compared the voice hearing experiences of 11 clinical and 9 non-clinical hearers. It 
was found that clinical hearers were more likely to find voices frightening and 
perceive them as negative experiences than non-clinical hearers. However, some non- 
clinical hearers found managing some of their voices difficult despite having 
seemingly positive beliefs about the experience. The authors argue that non-clinical 
hearers are more able to frame their experiences positively because of their belief 
constructions and/or because their voices are less problematic, they are less likely to 
need to seek help from services.
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Thus, some individuals, faced with hearing voices may develop distress and help- 
seeking behaviour whereas others may not. Evidence reviewed suggests that there is 
a strong similarity in the physical characteristics of voices between clinical and non- 
clinical populations. However, there are differences in terms of negative content, 
ability to cope and distress. Evidence suggests that it is not the experience of voices 
per se which is distressing, but the interaction between the person and the experience 
(Johns & van Os, 2001; Hanssen et al, 2005). It is argued, therefore, that it is the 
interpretation of the voices, mediated by societal and personal beliefs (Davies et al, 
2001; Jones et al, 2003) that causes the associated distress and disability, which 
increases risk of requiring support from services. Cognitive models of hearing voices, 
which propose that the way in which an experience is appraised mediates the 
consequent behavioural and emotional response, shed further light on this issue.
1.4 The cognitive mediation of the emotional response to hearing voices
Cognitive theorists (Chadwick & Birchwood, 1994; Birchwood & Chadwick, 1997; 
Close & Garety, 1998) have focused on the way in which cognition mediates an 
individuals emotional and behavioural response to voice hearing in clinical samples. 
The aim of this research has been to answer the question “how are the content and 
form of the voices, and the person’s cognitive, affective and behavioural responses 
connected?” (Chadwick & Birchwood, 1994).
The clearly stated position of early cognitive models of hearing voices was that the 
emotional and behavioural response to the experience is mediated by beliefs and 
appraisals of the voices and not solely by the form, topography and content.
Chadwick & Birchwood (1994) suggested that the degree of fear, acceptance and 
compliance shown to voices might be mediated by beliefs about the voices’ power 
and authority and the consequences of disobedience. The authors proposed that four 
types of belief were of particular importance; beliefs about the voice’s identity; its 
purpose or benevolent or malevolent intent (is it trying to help or harm me?); its 
power or omnipotence; and consequences of obedience and disobedience.
Birchwood & Chadwick (1997) conducted an evaluation of the empirical basis of the 
model in 62 clinical hearers. Beliefs about the perceived power (omnipotence) and
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purpose (malevolence and benevolence) of the voices and their relation to behavioural 
and affective responses were assessed. A significant difference was found in ratings 
of distress for those who believed their voices to be benevolent (less distressed) 
versus those who believed their voices to be malevolent (more distressed).
Behavioural responses were also significantly associated with beliefs about voices’ 
purpose, malevolent voices were resisted, benevolent voices engaged with. Beliefs 
about voices could be understood in terms of their content in 24% of cases. However, 
in 76% of cases there was no congruence between content and beliefs, suggesting that 
neither voice content nor topography alone were sufficient to account for distress and 
behavioural responses in all cases. Of the sample, 53% were at least moderately 
depressed. In order to understand which factors contributed to feelings of depression, 
a discriminant function analysis was conducted. This identified three variables as 
significant: positive psychotic symptoms, beliefs about the voices’ omnipotence and 
beliefs about malevolence. The authors interpreted this to suggest that hearers become 
depressed as a consequence of their beliefs about a voice’s power, and subsequent 
feelings of helplessness.
Whilst support was found for the role of beliefs about the power and meaning of 
voices in mediating behavioural and affective responses, the question that remained to 
be answered was, from where do these beliefs originate? On the basis of clinical 
experience, Birchwood & Chadwick (1997) suggested that hearing voices is 
fundamentally an interpersonal experience. People relate to their voices as they 
would others in their social world. If this is the case, beliefs about the meaning of 
voices may be linked to schema governing interpersonal functioning more generally. 
Birchwood & Chadwick hypothesise that these cognitive schemata encapsulate past 
and current interpersonal experiences, but especially early attachment experiences 
(Blatt & Zuroff, 1989) with powerful caregivers.
Close & Garety (1998) sought to extend Birchwood & Chadwick’s (1997) cognitive 
model to understand the impact of self-appraisals in relation to responses to voices. A 
number of researchers had previously advocated the importance of self-esteem in 
psychotic symptoms (e.g. Bentall et al, 1994) and some had reported techniques to 
intervene clinically with self-appraisals or schema (e.g. Chadwick et al, 1996). They
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suggested that the experience of hearing a voice is interpreted according to beliefs 
about the voice (its identity, omnipotence and purpose) and also the appraisal of the 
voice in relation to the self. In their study of 30 clinical hearers, it was found that 
although many hearers believed their voices to be both omnipotent and omniscient, 
this was not universal. Further, voice content was always found to be congruent with 
beliefs regarding the voices malevolent or benevolent intent. Previous research 
(Birchwood & Chadwick, 1997), had found that affective responses were related to 
beliefs about the voices’ malevolence and benevolence. However, Close & Garety 
found that the voice hearing experience provoked negative affect even when content 
was positive. It was suggested that this may be as a consequence of the perceived 
inability to control the voices. The authors concluded that the categories of belief 
identified by Chadwick & Birchwood did not capture all possible beliefs about voices. 
Of the 93% of participants who had a negative affective response to the voice 
(depression, anger, fear and anxiety), Close & Garety (1998) found that 76% had low 
self-esteem, and 82% reported a negative self-appraisal in relation to the voice. The 
authors proposed that hearing a voice may activate core beliefs about the self which 
gives rise to affective and behavioural responses which reciprocally strengthens core 
beliefs about the self.
Overall, there is some empirical support for cognitive models of hearing voices which 
hypothesise that affective and behavioural responses are mediated by beliefs about 
voices and the self in relation to the voice. The interpersonal nature of voice hearing 
therefore forms an important part of the cognitive model and recent innovative 
research has begun to consider in more detail the characteristics of the relationship 
between voice hearer and voice.
1.5 Interpersonal aspects of voice hearing
Cognitive theories have been developed on the basis that the voice is responded to as 
an interpersonal other and that interpersonal aspects of the voice hearing experience 
may be important in mediating emotional and behavioural responses. However, 
interpersonal theorists had already given attention to this area. Sullivan was the first 
to suggest that schizophrenia was a human process, with social interactions heavily 
implicated (1929; cited in Benjamin, 1989), and suggested that where individuals are
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unable to integrate relationships with others successfully, emotional distress would 
ensue. Benjamin (1989) hypothesised that the patients’ relationship with the 
hallucination reflects directly the relationship with the illness itself, and that the 
content of the hallucination is directly responsible for behavioural responses. She 
found that hearers had little difficulty rating their voice as though it were another 
“person”, that hearers had integrated, interpersonally coherent relationships with their 
voices, and that the social relationship with the voices served an adaptive function, in 
that it may define the “self’ in ways more satisfying than reality.
Further evidence for the importance of interpersonal aspects of voice hearing was 
provided by findings that voices are often aligned with individuals from the hearer’s 
current or past social world (Nayani & David, 1996). Of 100 clinical hearers, the 
majority (65%) of participants had personified voices (n=6\). Fifteen people 
described them as supernatural or fictitious (God, devil, robots) whilst 46 were able to 
identify voices as people known to them in real life (relative, neighbour, doctor). The 
authors also found that a sense of personal intimacy was expressed by hearers, 
demonstrated by the patient’s knowledge of the voice but also by the voice’s 
knowledge of the voice hearer. The authors relate this to the idea of omniscience as 
described by Chadwick & Birchwood (1994). Leudar et al (1997) in a study 
described in Section 1.3.1 also argued that voices are usually individuated and often 
aligned to people in the hearer’s social world. They found that voices and hearers talk 
to each other, with voices initiating conversations as well as responding to the 
hearers’ ongoing activities. The authors later suggested that the way in which hearers 
relate to their voice influences their ability to cope, and in fact the ability to engage in 
a dialogue with the voice can be related to improved coping (Davies et al, 1999). 
However, this was only a single case study and so should be extrapolated from with 
caution.
Thus, people may form relationships with their voices, these relationships show many 
features in common with social relationships, and may impact upon the way in which 
people cope with their voices. What is it that determines the qualities of these 
relationships, and how do they impact upon the affective response to the experience of 
hearing voices?
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1.6 The self in relation to the voice
Birchwood & Chadwick’s work (1997) suggests that the distress arising from hearing 
voices is mediated by the individual’s relationship with the voice, rather than voice 
content, topography or illness characteristics alone (Birchwood & Chadwick, 1997). 
The authors characterise the relationship between clinical hearers and their voices as 
one of “involuntary subordination to an omnipotent other” (Birchwood et al, 2000, 
pg338). In evolutionary theory, stimuli perceived as powerful and threatening, 
activate defensive and self-protective responses (Gilbert & Allen, 1998). The authors 
compare this to resistance to ‘malevolent’ voices as observed in their previous studies. 
In contrast, stimuli perceived as safe lead to cooperation and perhaps dependence, 
similar to the observed relationship between the individual and a benevolent voice.
The authors suggest that core interpersonal cognitive schemata may influence how 
power within the relationship is constructed.
Birchwood and colleagues (2000) extended their work and applied ranking theory 
(Gilbert & Allen, 1998) to the experience of voice hearing to investigate whether the 
relationship with the voice reflects patterns within social relationships in general. 
Ranking theory posits that the formation of social ranks occurs through a process of 
social comparison which is dictated by interpersonal schemata. The formation of 
ranks determines ones position in relation to others, i.e. a position of relative 
subordination or power. In this study, it emerged that the perceived power differential 
between self and others in the social world was a key predictor of the power 
differential between voice and voice hearer, and that distress and depression was 
associated with the perception of subordination. Hearer subordination occurred 
regardless of beliefs about the voices malevolence or benevolence. The authors 
propose that interpersonal schemata affect beliefs about voices and subsequent affect. 
Later research, (Birchwood et al, 2004) found evidence to support this model. The 
authors concluded that in clinical hearers, voices are commonly appraised as powerful 
and dominant, hearers view themselves as subordinate and powerless, and this group 
were significantly more distressed than those who viewed themselves as less 
subordinate. This was found to mirror experiences of social relationships. The 
research group found that the appraisal of power and subordination were independent
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of mood linked appraisals, and using structural equation modelling, were able to 
conclude that interpersonal schema affect subsequent beliefs about a voice’s 
malevolence or benevolence and resulting emotional and behavioural responses.
Birchwood & Chadwick (1997) and Birchwood and colleagues (2000) have 
investigated the impact of the perceived power of the voice in relation to the voice 
hearer and the consequent behavioural and emotional reactions. However, it has been 
argued that the way in which humans relate to others is far more complex than the 
dimension of power, and it is likely that the relationship of hearers to voices is no 
different. Two studies (Vaughan & Fowler, 2004; Hayward, 2003) have extended the 
investigation of the relationships that hearers form with their voices to include the 
additional dimension of proximity or intimacy, which has been theorised to be of 
importance in interpersonal relationships in general (Leary, 1957) and in the 
experience of voice hearing (Birchwood & Chadwick, 1997; Nayani & David, 1996). 
One theory which addresses dimensions of power and proximity is Birtchnell’s theory 
of relating (1996; 2001).
1.8 Relating theory
In his interpersonal theory, Birtchnell describes that experiences of relating are 
closely associated with emotions (Birtchnell, 2001). We relate along two dimensions, 
proximity and power. Proximity describes the distance that exists between two 
people and hence degree of intimacy. Power describes the amount of influence that 
one has over another. These two dimensions can be thought of as two intersecting 
axes; the horizontal axis is labelled closeness and distance, the vertical axis is labelled 
uppemess and lowemess. Each position on these axes is potentially advantageous.
We relate to different people in different ways depending on our relationship to them 
(business partner, spouse, parent, employee). We also relate to the same person in 
different ways at different times. People who are competent in relating can vary their 
relating styles (defined as states of relatedness) as the situation requires (Birtchnell, 
2001). This is a skill acquired during development, and this group are described as 
versatile, with this form of relating regarded as positive. However, non-versatile 
people are either unable or disinclined to relate in certain ways and are therefore
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unable to be flexible in the way they relate. This non versatile form of relating is 
defined by Birtchnell as negative. People who cannot attain or maintain each state of 
relatedness competently may endeavour to do so incompetently leading to 
interpersonal difficulties. Distress is experienced when the individual repeatedly 
perceives unsatisfactory ways of relating.
Birtchnell also described the concept of interrelating; not only do people relate to 
others within this framework, but they are related to within the same scheme. He 
described a reciprocal process whereby two people compete to determine their 
position within the dimensions. On axes of positive relating, if someone relates in a 
leading or guiding way, the likely position of the other is a position of seeking advice. 
However, in terms of negative relating, the reciprocity is not clear, as people may 
become “stuck” in certain states of relatedness.
There are four main relating positions and four intermediate positions, the 
characteristics of which are a combination of those positions on either side of them. 
These eight positions form the interpersonal octagon. Each position in the octagon 
has a two-word name and the negative interpersonal octagon is demonstrated 
diagrammatically in Figure 1.
This theory generated two assessment instruments, both of which measure negative 
relating in each of the eight octants: The Persons Relating to Others Questionnaire -  
revised (PROQ2: Birtchnell & Evans, 2004) for assessment of a persons general 
relating, and the Couples Relating to Each Other Questionnaire (CREOQ; Birtchnell, 
2001), which assessed the interrelating between an individual and a specified other.
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Figure 1: Characteristics of the negative interpersonal octagon (from
Birtchnell, 2001)
UN
ND
Pompous, 
boastful, 
dominating, 
insulting
Intrusive,
restrictive,
possessive
Sadistic, 
intimidating, 
tyrannising
Fear of 
separation 
& of being 
alone
Suspicious, 
uncommunicative, 
self-reliant
Fear of 
rejection & 
disapproval
Acquiescent,
subservient,
withdrawn
Helpless, 
shunning 
responsibility 
& self 
denigrating
NC
LN
UC= upper close; LC = lower close; LD = lower distant; UD = upper distant.
The questionnaires assess negative states of relatedness, as follows; uppemess 
involves being in a position of superiority in relation to another and having the power 
to influence others, and measures bullying, criticising, control and humiliation. 
Lowemess involves helplessness and seeking constant guidance. Distancing involves 
suspiciousness, withdrawal, self-reliance and shutting oneself off from others. 
Closeness is characterised by intrusiveness, discouragement of other close 
relationships, and needing and being demanding of time and attention. Two studies 
utilised Birtchnell’s theory to examine first the relationship between the predominant
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voice and voice hearer and how this mediates distress (Vaughan & Fowler, 2004) and 
second how this reflects social relating (Hayward, 2003).
1.9 Relating to voices and distress
Vaughan & Fowler (2004) adapted Birtchnell’s questionnaire investigating negative 
styles of relating between couples (CREOQ; Birtchnell, 1994) to examine 
relationships between voice and hearer. It was hypothesised that distress associated 
with the voice hearing experience would be associated with ‘negative’ styles of 
relating between the hearer and voice and that these associations might exist 
independently of depression and of the relationship between malevolence, 
benevolence and distress.
Thirty hearers were recruited to the study. Two 40-item measures of relating were 
developed from the CREOQ. The Voice to Hearer Questionnaire (VTH) was 
concerned with the individual’s perception of the way in which their predominant 
voice related to them. The Hearer to Voice Questionnaire (HTV) was concerned with 
the individual’s perception of the way in which they related to their predominant 
voice. Distress was assessed on a 5-point likert scale ranging from ‘not at all 
distressed’ (1) to ‘very distressed indeed’ (5). The Beliefs About Voices 
Questionnaire (BAVQ) (Chadwick & Birchwood, 1995) was also administered to 
assess the participants’ beliefs about the voices malevolence, benevolence and 
omnipotence. The BDI-II was used as a measure of depression to determine the 
impact that mood had on the appraisal of the relationship between voice and voice 
hearer.
It was found that there were large and significant positive correlations between voice 
uppemess and distress (r = .77; p<.01) and between hearer distance and distress 
(r=.73; p<01). There was a small but significant negative correlation between hearer 
lowemess and distress (r=-.41; p<0.05), and also a small but significant correlation 
between voice closeness and distress (r = .46, p<.05).
Significant bivariate correlations were also found between distress and malevolence, 
distress and depression, and distress and hearer lowemess. Multiple regression
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analysis was undertaken and found that two independent variables contributed 
uniquely and significantly to the prediction of distress, appraisals of voice uppemess 
(power) (9%) and distancing by the hearer (8%). The authors concluded that the 
relationship between depression, beliefs about voices and hearer lowemess may be 
mediated by hearer distance (hearer withdrawal) and voice uppemess (voice 
domineering and bullying). No differences in styles of relating between those who 
did and did not perceive their voice as omnipotent were found.
This study provided preliminary support for the hypothesis that styles of relating 
between voice and hearer were associated with emotional responses to voices.
Distress was uniquely associated with the voice relating to the hearer in a dominating, 
insulting manner (voice uppemess) and with the hearer distancing themselves and 
reacting with suspicion (hearer distance). Beliefs about voices’ malevolence or 
benevolence, depression, and other styles of relating between voice and hearer (voice 
closeness, voice distance and hearer lowemess) were all significantly correlated with 
distress and with each other. However, these variables shared considerable common 
variance with voice uppemess and hearer distance (Vaughan & Fowler, 2004), and 
did not contribute uniquely to the prediction of distress.
The authors suggested that this provides further evidence for the importance of power 
structures in mediating distress, as suggested by the cognitive model (Birchwood et 
al, 1997; 2000). However, they suggest that the independence of the association 
between relating styles and distress from cognitive factors has important implications. 
They argue that it is not the perceived power of the voice which is important but the 
way in which the voice is perceived to use its power, for example by being 
domineering and bullying (Vaughan & Fowler, 2004). The results that distancing 
behaviour, i.e. withdrawal and avoidance was found to be associated with distress is 
also consistent with the work of Birchwood & Chadwick (1997), however this was 
independent of beliefs about malevolence, contrary to the cognitive model. This 
finding suggests the importance of the dimension of proximity. The finding that 
hearer lowemess was negatively correlated with distress ran contrary to hypotheses, 
but when considered with the finding that hearer lowemess and benevolence were 
strongly positively correlated, was interpreted to suggest that people submit to a voice
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when they trust it. This finding is contrary to that of Birchwood & Chadwick (1997) 
who found that distress is associated with the perception of subordination.
The results provide tentative support for the hypothesis that interpersonal schemata, 
developed through attachment and relationship experiences, may influence a hearer’s 
construction of themselves in relation to their voice. This subsequently impacts upon 
beliefs about the voices malevolence or benevolence, and subsequent emotional and 
behavioural responses to the experience.
In terms of methodology, there are a number of significant limitations to the 
conclusions that can be drawn from this study. First, the psychometric properties of a 
number of the subscales of the Hearer To Voice and Voice To Hearer were poor.
The hearer uppemess subscale had low but acceptable internal reliability. This 
subscale was therefore included in the analysis, but results should be interpreted 
cautiously because of this. Second, the original version of the BAVQ was used which 
has been criticised for its lack of sensitivity in detecting variations in beliefs due to its 
‘yes’ or ‘no’ response options, and also its lack of reliability in measuring the 
construct of omnipotence. A revised version of the scale, the revised Beliefs about 
Voices questionnaire (BAVQ-R) (Chadwick et ah, 2000) was developed to address 
these issues.
A further, and perhaps more significant limitation of the study is the use of multiple 
regression to assess the relative degree to which each variable is associated with 
distress. Multiple regression is a useful technique in identifying variables that 
account for significant and unique variance in the dependent variable (Tabachnick & 
Fidell, 2001). Ideally, 20 times more cases than predictor variables are required 
(Tabachnick & Fidell, 2001). In order to detect a medium effect size, power analysis 
indicates that a sample of 92 is required, suggesting that the sample size was too small 
to use this technique. Multiple regression analyses have been shown to be extremely 
sensitive to even small variations in sample size (Durham et a l, 1997), which 
suggests that it may be difficult to replicate this study.
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For these reasons, conclusions that can be drawn from the study are tentative. The 
study requires replication with a measure of relating with sound psychometric 
properties and ideally in a larger sample. Further, the study only examined relating 
styles in clinical hearers and is it unclear whether these findings extend to non-clinical 
samples. The results provided preliminary evidence that voice uppemess and hearer 
distance were uniquely associated with distress in a clinical sample. Previous 
research suggests that non-clinical hearers are less distressed by their experiences 
(Honig et al, 1998) and have more social support, indicating perhaps more 
competence in social skills and relating (Romme & Escher, 1989). If non-clinical 
hearers are less distressed by their experience, it may be hypothesised that they relate 
in less maladaptive ways, particularly on measures of voice uppemess and hearer 
distance.
Hayward (2003) investigated the similarities between how people relate to others in 
their social world and to their voice, and also used Birtchnell’s (1996; 2002) theory of 
relating to make sense of this. Hayward used the HTV, although this was called the 
You to Voice (YTV) in his study. He also administered the Person’s Relating To 
Others Questionnaire -  revised version (PROQ2) (Birtchnell & Evans, 2004) to 
measure social relating. In his sample of 27 clinical hearers, Hayward (2003) found 
that styles of relating socially were correlated with styles of relating to the voice on 
three of the four scales of relating. Specifically, styles of relating socially were 
correlated with relating to the voice from positions of uppemess, lowemess and 
closeness but not distance. Hayward (2003) concluded that relating to the voice 
reflects more general interpersonal styles. Hayward also reported that hearers related 
to their voice primarily from positions of uppemess and distance. However, analysis 
of the psychometric properties of the YTV indicated that the hearer uppemess 
subscale showed poor reliability, and therefore should not be interpreted.
However, this study also suffers from a number of limitations. First, the sample size 
in this study was small and hence the probability of making a Type II error is again 
increased. Second, the assessment of a hearer’s relationship with the voice was made 
using the same questionnaire as used in the Vaughan & Fowler (2004) study and 
hence suffers the same limitations. Finally, although the study explored how people
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relate to their voice and to others, it did not consider how the person perceived the 
voice and others to relate to them. Hence, the reciprocal nature of the relationships 
within the hearer’s network was not investigated. Since interpersonal relationships 
are bi-directional, using a measure that does not examine the reciprocity of the 
relationship is a limitation of this study that needs to be addressed. Also, the study 
investigated relating styles in clinical hearers only, and it is therefore unclear whether 
the findings generalise to a non-clinical sample.
1.10 Development of a new measure of relating
The aim of this thesis is to test the hypothesis that distress experienced by hearers is 
associated with the perceived relationship between the voice hearer and voice, as 
proposed by Vaughan & Fowler (2004). In order to do this, a reliable and valid 
measure of the relationship between hearers and voice is required.
Vaughan & Fowler (2004) adapted Birtchnell’s measure of relating between couples 
(CREOQ) to form two questionnaires assessing the relationship between voice hearer 
and their predominant voice. The Voice to Hearer (VTH) questionnaire and Hearer to 
Voice (HTV) questionnaire each comprised four subscales derived from Birtchnell’s 
theory: uppemess, lowemess, distance and closeness. Three of the subscales of the 
HTV questionnaire demonstrated acceptable internal reliability, but hearer uppemess 
had low internal reliability. Also, the internal reliability of the voice lowemess and 
voice distance subscales of the VTH questionnaire were not adequate and as they 
were not hypothesised to be related to distress were therefore excluded from the 
analysis. The authors suggested that the four subscales of the HTV questionnaire in 
fact form a single construct, rather than four different dimensions of relating.
Hayward (2003) also used the Hearer to Voice questionnaire in his study (which he 
called the You to Voice, YTV) of the association between relating to the voice and 
social relating. Hayward analysed the psychometric properties of the YTV, and found 
the internal consistency of the closeness, distance and lowemess subscales to be 
acceptable. However, the Cronbach’s alpha for the uppemess scale was unacceptably 
low. In response to Vaughan & Fowler’s (2004) suggestion that the four subscales of 
the YTV questionnaire form a single construct rather than four different dimensions
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of relating, Hayward measured the correlation between each of the subscales. There 
was a strong association between the lowemess and closeness subscales (r=0.73, 
p<0.01), which suggests that despite belonging to different axes, the subscales may be 
measuring the single underlying construct of dependence, which can be 
conceptualised as relating from a submissive position, but with a fear of being alone. 
Based on these studies and also the underlying interpersonal theory, a new measure 
was developed, the Voice and You, which assesses both the way in which the voice 
hearer related to their voice, and the voice is perceived to relate to the voice hearer 
(Hayward et al, 2005). The Voice and You assesses four subscales, which according 
to previous studies are of clinical and theoretical importance: voice dominance 
(corresponding to voice uppemess), voice intrusiveness (voice closeness), hearer 
dependence (hearer lowemess and closeness) and hearer distance. The scale 
demonstrates good test-retest reliability and acceptable internal reliability. The 
internal reliability (Cronbach’s alpha) of each subscale is as follows: Voice 
dominance = .92, voice intrusiveness = .87, hearer dependence = .81, hearer distance 
= .80.
1.11 Aims and objectives of the study
Clinically, the assessment and detailed understanding of the experience of hearing 
voices may be enhanced by consideration of relating styles. It would seem reasonable 
to encourage clinicians to assess the nature of patients’ relationships with their voices, 
as these could be suitable targets for intervention. However, although there is 
preliminary evidence of the importance of relating styles, a more robust study of 
whether styles of relating are associated with distress is first required.
No previous study has examined in detail the relationships that non-clinical hearers 
form with their voices. It would be predicted from the continuum model of voice 
hearing experiences that there should be an association between distress and the way 
in which hearers relate to their voices, and their voices are perceived to relate to them, 
irrespective of whether the hearer is or is not in touch with services. However, this 
was not investigated by Vaughan & Fowler (2004), and it is not known whether the 
findings generalise to non-clinical hearers. Further, if we can clarify whether and 
what differences exist in the style in which non-clinical and clinical hearers relate to
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their voice and determine whether relating styles are associated with distress in this 
group, this could have important therapeutic implications.
The aim of the current study is therefore to extend the work of Vaughan & Fowler 
(2004) in two ways. First by using a measure of relating with sound psychometric 
properties (VAY, Hayward et al, 2005), and the revised and more sensitive measure 
of beliefs about voices (BAVQ-R, Chadwick et al, 2000). Second by investigating 
relating styles in non-clinical hearers. On the basis of the continuum model of 
hearing voices, hypotheses from the clinical sample were extrapolated to the non- 
clinical sample. The objective is to examine further the interpersonal styles of hearers 
and the associations with distress.
Hypothesis:
The styles of relating to the voice are associated with levels of distress 
Aim 1:
To describe the primary relating styles between the predominant voice and hearer, 
beliefs about voices, levels of distress and feelings of depression in clinical and non- 
clinical hearers.
Aim 2: to explore the differences in voice hearing experiences between clinical and 
non-clinical hearers.
- / T
Aim 3:
To determine whether styles of relating to and by the voice are associated with 
distress in a clinical sample.
Aim 4:
To explore whether styles of relating to and by the voice are associated with distress 
in a non-clinical sample.
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METHOD
2.1 Design
This study was conducted as part of a collaboration between three trainee clinical 
psychologists, each investigating different aspects of interpersonal processes and 
hearing voices. In order to investigate the voice hearing experiences of participants 
from clinical and non-clinical samples, a quantitative case series design was used. 
There were two parts to the study. First, in order to compare the voice hearing 
experiences of clinical and non-clinical hearers, a case-control, between subjects 
cross-sectional design was used. Second, a cross-sectional, correlational design was 
used to test the hypotheses that distress is associated with styles of relating between 
the voice and hearer in clinical and non-clinical participants.
2.2 Selection criteria
2.2.1 Clinical participants
Participants were recruited over a six-month period from adult mental health services 
in three NHS mental health trusts. Criteria for inclusion were the need to be aged 
between 18 and 65, and to have heard voices for at least six months, irrespective of 
diagnosis. Participants were excluded from the study if they heard voices as a 
consequence of psychosis due to substance misuse or organic illness. The basis for 
the exclusion of these groups was that previous research suggests that these 
individuals may have a qualitatively different experience of hearing voices from other 
groups of voices hearers (e.g. Al-Issa, 1977). Further exclusion criteria were the 
presence of acute psychosis, leading the care team to consider the individual unable to 
provide informed consent, and/or a lack of English language skills which precluded 
the completion of study interviews and questionnaires.
The demographic characteristics of the participants are shown in Table 2.1. Nineteen 
of the participants were men (59%), 13 (41%) women. Comparison with previous 
research indicates a similar ratio of male to female participants in the current study 
(Birchwood & Chadwick, 1997; Hayward, 2003). Participants’ ages ranged from 19 
to 57, with a mean age of 38.1 (SD=9.30). The ethnicity of the group was described 
as predominantly White British (n=31, 97%) with one individual declining to respond.
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Table 2.1: Demographic characteristics of the whole sample, clinical sample and 
non-clinical sample.
Variable Whole
sample
(n=50)
Clinical
sample
(n=32)
Non-
clinical
sample
(n=18)
N(% ) Mean N(% ) Mean N (%) Mean
(SD) (SD) (SD)
Gender
- male 25(50) - 19(59) - 6 (33) -
- female 25 (50) - 13 (41) - 12 (67) -
Ethnicity
White 47 (94) - 31 (97) - 16(88) -
British
- Any other 1 (2) - 0 (0) - 1 (6) -
mixed
- Caribbean 1 (2) - 0 (0) - 1 (6) -
No response 1 (2) - 1 (3) - 0 (0) ■ -
Age (years) 44.26
(13.13)
38.1
(11.9)
54.3
(13.15)
The clinical characteristics of the participants are shown in Table 2.2. The majority 
of the participants had been admitted to psychiatric hospital (n=27, 84%), with 
number of admissions ranging from 0-14, with a mean of 4.53. All of the clinical 
participants were being prescribed medication (n=32,100%), with 31 participants 
being prescribed antipsychotic medication (n=31, 97%) and one participant unsure 
what medication they had been prescribed. The duration of hearing voices ranged 
from 2 to 34 years, with a mean of 17.06 years (SD= 10.70). Participants were asked 
for their clinical diagnoses, 11 (34%) had been given a diagnosis of paranoid 
schizophrenia, 9 (28%) schizophrenia, 4 (13%) schizoaffective disorder, 4 (13%) 
psychotic depression, 1 (3%) bipolar disorder, 2 (6%) were unsure, and one 
participant (3%) declined to give their diagnosis.
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Table 2.2: Clinical characteristics of the whole sample, clinical sample and non- 
clinical sample
Variable Whole
sample
(n=50)
Clinical
sample
(n=32)
Non-
clinical
sample
(n=18)
N(%) Mean N (%) Mean N(%) Mean
(SD) (SD) (SD)
Medication -Yes 32(64) - 32 (100) - 1(6) -
-No 17(36) - 0 (0)
- 17 (94) -
Hospital admission?
- Yes 28(56) - 27 (84) - 1 (6) -
- No 22(42) - 5 (16) - 17(94) -
Number of hospital 2.92 4.53 0.06
admissions - (3.80) - (3.83) - (0.24)
Diagnosis? - yes 32 (64) - 30 (97) - 1 (6) -
- no 17 (34) - 0 (0) - 17 (94) -
- missing 1 (2) - 1 (3) 0 (0)
Diagnosis
- Paranoid 12 (24) - 11(34) - 1 (6) -
schizophrenia
- Schizophrenia 9 (18) - 9 # 8 ) - 0 (0) -
- Schizoaffective 4 (8) - 4 (13) - 0 (0) -
disorder
- Psychotic 4 (8) - 4 (13) - 0 (0) -
depression
- Bipolar disorder 1 (2) - 1 (3) - 0 (0) -
- Don’t know 2 (4) - 2 (6) - 0 (0) -
- No diagnosis 17 (34) - 0 (0) - 17 (94) -
- Missing 1 (2) - 1 (3) - 0 (0) -
2.2.2 Non-clinical participants
Hearers who were not currently in touch with healthcare services as a consequence of 
hearing voices, were recruited via the media (radio broadcasts, an article in a national 
newspaper and spiritualist publication, and a newsletter for hearing voices groups) 
and via a one-day conference dedicated to the experience of hearing voices held in 
September, 2005. To be eligible for inclusion, participants needed to be aged over 18, 
to have heard voices for at least six months, and to not currently be in contact with 
mental healthcare services as a consequence of hearing voices.
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The demographic characteristics of the participants are shown in Table 2.1. Six of 
the participants were men (33%), 12 (67%) women, a l t o  2 ratio, and the opposite of 
the clinical sample. Participants’ ages ranged from 34 to 78, with a mean age of 54.3 
(SD=13.15). Sixteen of the group described their ethnicity as White British (n=16, 
88%), 1 (6%) as mixed background, 1 (6%) as Caribbean.
The clinical characteristics of the non-clinical hearers are shown in Table 2.2. It can 
be seen that one participant (6%) was prescribed medication, had been admitted to 
hospital and had been given a diagnosis of paranoid schizophrenia. However, as this 
participant was not currently in touch with mental health services, it was deemed 
appropriate for her to be included in the non-clinical sample.
2.3 Measures
Each of the measures described below was administered to participants. However, the 
current study was part of a larger collaboration between three trainee clinical 
psychologists, each investigating interpersonal aspects of voice hearing (see Section 
2.5). In the current study, only the Voice and You, Beck Depression Inventory -II, 
BAVQ-R and the distress scale of PSYRATS were used to test the hypotheses 
specified in Section 1.11. However, in order for the research to be replicated, a full 
description of each measure is provided. Copies of all measures described are found 
in Appendix A.
2.3.1 The Voice Relating Interview (Tozer & Hayward, 2005)
The voice relating interview is a semi-structured interview assessing a hearer’s 
relationship to their predominant voice. The interview investigates four styles of 
relating which correspond to the VAY (Hayward et al, 2005); Voice dominance, 
voice intrusiveness, hearer dependence, hearer distance. The interview also assesses 
the content of the voices, and the impact of the voice on the participant’s affect and 
behaviour. Two service users confirmed the face validity of the interview. The 
psychometric properties of the interview are being evaluated as part of the larger 
project.
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2.3.2 Psychotic Symptoms Rating Scale (PSYRATS: Auditory Hallucinations 
Scale) (Haddock et al, 1999)
The PSYRATS consists of two scales designed to rate auditory hallucinations and 
delusions. In the present study, the auditory hallucinations scale was used. This is an 
11 item scale, administered by the researcher, which assesses frequency, duration, 
severity, intensity of distress of auditory hallucinations, and also symptom specific 
dimensions of controllability, loudness, location, presence of negative content, degree 
of negative content, beliefs about origin of voices and disruption. A five point ordinal 
scale is used to rate symptom scores (0-4). The authors report excellent inter-rater 
reliability (ranging from 0.79-1.0, Haddock et al, 1999). In the current study, data for 
nine of the items were collected. Data on the location of the voices (item 3) was not 
collected as this is of limited interest within a relational framework and has not been 
explored in the voice relating literature. Data on beliefs about the origin of voices 
(item 5) was not collected as this forms a potentially richer stream of data that is most 
appropriately collected within the framework of the interview schedule. The main 
analysis utilised responses to questions about the intensity of distress caused by 
hearing voices. This question asks how distressing the voices are, and respondents 
offered five choices: 0 = voices not distressing at all, 1 = voices slightly distressing, 2 
= voices are distressing to a moderate degree, 3 = voices are very distressing, 
although subject could feel worse, 4 = voices are extremely distressing, feels the 
worse he/she could possibly feel.
2.3.3 Voice and You (Hayward et al., 2005)
The Voice and You self-report questionnaire is a 28 item measure of a person’s 
assessment of themselves in relation to their predominant voice (see Section 1.10 for 
a discussion of the development of this scale). Each item is rated on a 4-point likert 
scale (0-3) ranging from rarely true to nearly always true. Each of the 28 items 
contributes to one of four scales; voice dominance (seven items), voice intrusiveness 
(five items), hearer dependence (nine items) and hearer distance (seven items). The 
higher the score, the greater the tendency to relate from that negative position in 
relation to the other. The scale demonstrates good test-retest reliability and 
acceptable internal reliability.
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2.3.4 Beliefs about Voices Questionnaire - Revised (BAVQ-R; Chadwick et al, 
2000)
The BAVQ-R is a self-report measure of a patient’s beliefs, emotions and behaviour 
in response to auditory hallucinations, and was adapted from the original BAVQ 
(Chadwick & Birchwood, 1995). The 35 item questionnaire forms five sub-scales: 
beliefs about the voice’s malevolence (six items), benevolence (six items) and 
omnipotence (six items), and emotional resistance (four items), emotional 
engagement (four items), behavioural resistance (five items) and behavioural 
engagement (five items) with the voice. Each item is rated on a 4-point scale: 
disagree (0); unsure (1); agree slightly (2); agree strongly (3). The subscales 
demonstrate good psychometric properties, with reliability ranging from 0.74-0.88 
and acceptable construct validity.
2.3.5 You and Others (Phillips & Hayward, 2005)
The You and Others questionnaire is a 28-item measure of a person’s assessment of 
themselves in relation to others. The scale was developed from the Person’s relating 
to others questionnaire (PROQ2; Birtchnell & Evans, 2004), to measure reciprocity of 
relating. It assesses negative relating between the hearer and others, and the way in 
which others are perceived to relate to them. Each item is rated on a 4-point likert 
scale (0-3) ranging from rarely true to nearly always true. Each item contributes to 
one of three subscales, dominance (eight items), intrusiveness (eight items) and 
dependence (6 items). The scale demonstrates good test-retest and internal reliability.
2.3.6 Beck Depression Inventory II (Beck et al, 1996)
The Beck Depression Inventory II is a 21-item self-report instrument for measuring 
the severity of depression and was developed from the BDI (Beck et al, 1979) in order 
to assess symptoms corresponding to Diagnostic and Statistical Manual version 4 
(DSM-IV) (APA, 1994) criteria for major depressive disorders. Scores range from 0 
-  63, with higher scores reflecting greater severity of depression. Each item has three 
options, which are ranked on a scale of 0-3 from the lowest to highest intensity. The 
cut-off scores for descriptors for this scale are: 0-13 minimal depression; 14-19 mild 
depression; 20-28 moderate depression; 29-63 severe depression. Internal consistency
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is good with a coefficient alpha of 0.92 for outpatients (Beck et al, 1996), test-retest 
reliability of 0.93 and good construct validity.
2.4 Power analysis
An a priori power calculation was conducted in order to inform the minimum number 
of clinical participants required (G*Power; Erdfelder et al, 1996) and was based on 
detecting a medium effect size using correlational analysis. A sample size of 64 was 
required in order to have sufficient power to minimise the risk of a Type II error 
(effect size r = .30, alpha =.05, power = 80).
No a priori power analysis was conducted for the non-clinical sample due to the 
exploratory nature of this aspect of the research. Previous studies which have 
examined the experience of hearing voices in non-clinical samples have used sample 
sizes of 72=15 (Honig et al, 1998) and n=9 (Jones et al, 2003). As this is a relatively 
under researched area, it was felt that a sample size which doubled that of previous 
research would be sufficient in this exploratory aspect of the study. Therefore, the 
aim was to recruit 30 non-clinical participants.
2.5 Procedure
This study was part of a larger collaboration between three trainee clinical 
psychologists investigating interpersonal processes and hearing voices. The 
procedure was approved by the Central Office for Research Ethics Committees 
(COREC) (Appendix B). Research governance approval from Research and 
Development (R & D) committees in the three NHS trusts was also obtained 
(Appendix C). Finally, the research procedure was scrutinised and approved by the 
University ethics committee (Appendix D).
For the clinical sample, information regarding the project was disseminated to mental 
health professionals in the three trusts. They were asked to discuss the project with 
any clients who met criteria for participation and to provide them with an information 
sheet (see Appendix E). If the client was interested in participation, their contact 
details were passed to the researcher (trainee clinical psychologist). Potential 
participants were given at least 48 hours in which to consider participation. The
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researcher then contacted the participant to answer any further questions and, if 
interested in participating, to arrange a meeting in a mutually convenient location.
Of 62 hearers approached to consider participation in the study, 44 consented to 
contact by the research group. Of these, 12 declined to participate leaving 32 clinical 
participants, a response rate of 51%. Of the 32 participants, 5 (16%) were recruited 
from community mental health teams, 8 (25%) from rehabilitation or assertive 
outreach services, 8 (25%) from Hearing Voices groups, 9 (28%) from a therapeutic 
group for hearers, 2 (6%) from an article written in the hearing voices groups 
newsletter.
At the initial meeting a distress plan was formulated with the participant as a way of 
managing distress arising as a consequence of participation (Appendix F). Informed, 
written consent was then obtained (Appendix G). With participants’ permission, 
letters were sent to their GP and care-coordinator to inform them of participation 
(Appendix H). In order to assess the inter-rater reliability of the Voice Relating 
Interview (Tozer & Hayward, 2005), consent to audiotape the interview was sought,
13 (42%) consented. All participants were recruited between January and June 2006.
For the non-clinical group, initial contact was made in a variety of ways. One group 
of participants (n= 4) expressed their interest in participating after attending a one-day 
conference on hearing voices at the University of Surrey. A telephone-call was made 
between two and three months after the conference to determine whether they would 
be interested in receiving further information about the study. A letter (Appendix I) 
with an information sheet was then sent. Phone contact was made one week later. 
However, some participants were not contactable by telephone and so a speculative 
letter with an information sheet was sent to this group (Appendix J). All people who 
initially expressed an interest participated in the research. A second group {n = 17) 
contacted the lead researcher after an article about the research was published in a 
national newspaper. Of these, nine people (53%) took part in the research. A further 
five participants were recruited following the publication of an article about the 
research in a newspaper of the spiritualist church community in April 2006. The 
response rate was therefore 69%. Those who expressed an interest in participating
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were sent an information sheet either by post or by e-mail. Potential participants were 
given at least 48 hours in which to consider participation. The researcher then 
contacted the participant to answer any further questions, to discuss and obtain 
informed consent (Appendix K) and to arrange a meeting in a mutually convenient 
location if they were indeed interested in participating. Due to the way in which these 
individuals were recruited, they came from a wide geographical area. For this reason, 
6 individuals were interviewed over the telephone, and 11 individuals were met by the 
researchers to complete face-to-face interviews. A distress plan as outlined above, 
was also formulated with this group before the measures were administered. All 
participants were recruited between January and June 2006.
After the initial consent procedure had been completed, the research procedure for 
clinical and non-clinical groups was identical. Demographic information was 
collected first (Appendix L). The measures were then collected in the following 
order: voice relating interview, PSYRATS, VAY, BAVQ-R, YAO, BDI-II.
2.6 Statistical analysis
All analyses were conducted using SPSS for Windows VI 1.0 (SPSS INC, Chicago, 
111). Data were screened for missing items and to determine whether they met the 
assumptions for parametric testing. Median substitution, after verifying that data was 
missing at random, was the preferred method chosen to manage missing items. 
However, in cases where more than one item from a subscale was missing, pairwise 
deletion was chosen, such that the case was deleted only for the analyses involving 
the variables with the missing data (Green, 2000; Tabachnick and Fidell, 2001). This 
meant that the sample size for the voice intrusiveness subscale of the VAY was 49 
(data from one non-clinical participant deleted) and also 49 for the hearer distance 
subscale of the VAY (data from one clinical participant deleted).
In order to ascertain whether the data were normally distributed, the Kolmogorov- 
Smimov test was used. Data found not to be normally distributed were transformed 
using square root, logarithmic or inverse transformations according to the distribution 
of the data (Tabachnick & Fiddell, 2001). However, on re-checking the distribution 
of the data post transformation using the Kolmogorov-Smimov test, it was found that
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a number of variables were not normally distributed (see Appendix M for details). 
Those data found to be normally distributed after transformation were subject to 
parametric testing. Where correlational analysis was used, Pearson’s correlation 
coefficient was calculated. Where comparisons between groups were being made, 
independent samples t-tests were calculated. In cases where transformations were 
unsuccessful, non-parametric tests were conducted (Siegel & Castellan, 1988), 
Kendalls-tau-b was conducted for correlational analysis, whilst Mann-Whitney U tests 
were calculated to compare groups. Details of each analysis chosen is outlined in the 
results section.
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RESULTS
3.1 Overview
Analyses to meet each of the aims in Section 1.11 were conducted and will be 
considered in turn. However, comparisons of the demographic and clinical 
characteristics of the clinical and non-clinical sample will first be considered.
3.2 Participant characteristics
3.2.1 Demographics
The demographic characteristics of clinical and non-clinical participants are shown in 
Table 2.1. Analyses were conducted to evaluate differences in demographic 
characteristics between the two groups. There was no significant difference in gender 
[%2(1, n=50) =3.13, p=n.s.] and ethnicity [Fishers exact test (1, n=49)=3.60, p=n.s.]. 
However, there was a significant difference in age between the two groups [t (48)= - 
4.91, p<01, r =.59]. The mean age of the non-clinical sample (M = 54.28, SD=13.15) 
was significantly greater than the clinical sample (M = 38.6, SD=9.3). This difference 
is likely to reflect the difference in inclusion criteria, with an open upper age range 
permitted for the non-clinical sample for pragmatic reasons.
3.2.2 Clinical characteristics
The clinical characteristics of the clinical and non-clinical participants are shown in 
Table 2.2. Analyses were conducted to evaluate differences in clinical characteristics 
between the groups. A significantly greater proportion of clinical participants were 
taking medication when compared with non-clinical participants [%2 (1, n=50) =45.79, 
p<01], a significantly greater proportion of clinical participants had been given a 
psychiatric diagnosis [%2 (1, n=49) =44.83, p<01], and a significantly greater 
proportion of clinical participants had been admitted to hospital as a consequence of 
their voice hearing experiences [%2(1, n=50) =29.05, p<01].
3.2.3 Characteristics of voice hearing experiences
The characteristics of the voice hearing experiences of the clinical and non-clinical 
participants are shown in Table 3.1. Findings relating to voice gender and voice
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identity apply to the predominant voice. Analyses were conducted to evaluate 
differences in voice hearing experiences between the two groups. Participants from 
the non-clinical sample had been hearing voices for a significantly greater length of 
time (M=30.89, SD=17.75) than the clinical sample (M=17.00, SD=10.70) [t (24.10)= 
-3.01, p<01], but as previously, may reflect the difference in inclusion criteria. 
However, there was no significant association between sample and gender of the 
voice [%2 (2, n=50) =1.39, p=n.s.], or sample and the identity of the voice [%2 (2, n=50) 
=5.11, p=n.s.]. The characteristics of the predominant voice (voice gender and 
identity) are similar to those reported in previous studies (Leudar et al, 1997; 
Hayward, 2003;Vaughan & Fowler, 2004).
Table 3.1: Characteristics of the voice hearing experience of the whole sample 
(n=50), and clinical (n=32) and non-clinical hearers (n=18)
Variable Whole
sample
(n=50)
Clinical
sample
(n=32)
Non-
clinical
sample
(n=18)
N(% ) Mean N(% ) Mean N(% ) Mean
(SD) (SD) (SD)
Duration of voice 22.04 17.06 30.89
hearing (years) - (15.06) - (10.70) - (17.75)
Voice gender
- male 33 (66) - 22 (71) - 11(61) -
- female 12 (24) - 8 # 6 ) - 4 (22) -
- unknown 5 (10) - 2 (3) - 3 (17) -
Voice identity
- personified 25 (50) - 17(53) - 8 (44) -
- supernatural 11 (22) - 4(13) - 7 (39) -
- incognito 13 (28) - 11(34) - 3 (17) -
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3.3 Descriptive features of the VAY, BAVQ-R, PSYRATS, BDI-II
The first aim of the study was to describe the styles of relating between the 
predominant voice and voice hearer of the clinical and non-clinical samples. The 
mean scores on the VAY, BAVQ-R, and the BDI-II are presented in Table 3.2.
Scores on PSYRATS subscales are shown in Table 3.3.
On average, the clinical sample experienced moderate levels of distress in response to 
their voice hearing experiences, the median score was 3, which corresponds to 
“Voices are distressing, although subject could feel worse”, with scores ranging from 
0-4. However, the non-clinical sample reported lower average levels of distress, the 
median distress score was 0, corresponding to “voices not distressing at all”, with 
scores ranging from 0-3.
Participants from the clinical sample tended to rate their voices as malevolent, (M=
11.22, SD=6.70) which is comparable with ratings by the sample reported by 
Chadwick and colleagues (2000), in the development of the scale (M=10.1,SD=5.5). 
The observed trend was for the non-clinical sample to believe their voices to be less 
malevolent (M=0.83, SD=2.88). However, the non-clinical sample rated their voices 
as more benevolent, (non-clinical sample M=T0.22, SD=5.92; clinical sample 
M=4.34, SD=5.45). These ratings were also comparable with ratings reported by 
Chadwick et al (2000) (M =3.7, SD=4.7). The clinical sample also believed their 
voice to be highly omnipotent (M=l 1.03, SD=4.95), but the non-clinical sample 
believed their voice to be less omnipotent (M=6.55, SD=3.65). Again, the response 
of the clinical sample were comparable with the findings of Chadwick and colleagues 
(2000) (M = ll.l, SD=4.5).
For the clinical sample, the mean BDI score was 21.31 (SD=16.23, range 0-53), 
indicating mean levels of depression in the moderate range. Of the 32 clinical 
participants, 13 (41%) were categorised as minimally depressed, 3 (9%) mildly 
depressed, 5 (16%) moderately depressed, and 11 (34%) severely depressed. 
However, the mean levels of depression in the non-clinical sample were in the 
minimal range, (M = 5.17, SD =6.27, range 0-18). Of the non-clinical sample, 15
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(83%) were classed as minimally depressed, 3 (17%) as mildly depressed, and none of 
the participants either moderately or severely depressed.
Table 3.2: Scores on the VAY, BAVQ-R & BDI-II
Variable Whole
sample
(n=50)
Clinical
sample
(n=32)
Non-
clinical
sample
(n=18)
Median
(range)
Mean
(SD)
Median
(range)
Mean
(SD)
Median
(range)
Mean
(SD)
VAY - Voice
dominance
(n=50)
13.5
(0-21)
10.58
(8.67)
17.50
(1-21)
14.78
(6.85)
0
(0-20)
3.11
(6.25)
VAY - Voice 
Intrusiveness 
(n=49)
6.0
(0-15)
6.53
(5.41)
10.00
(0-15)
9.03
(4.56)
0
(0-11)a
1.82
(3.75/
VAY-
Hearer
dependence
(n=50)
5.5
(0-26)
7.76
(6.88)
7.00
(0-25)
8.34
(6.78)
3.00
(0-26)
6.72
(7.14)
VAY-
Hearer
distance
(n=49)
10.0
(0-21)
9.69
(7.41)
15.00
(0-21)"
13.52
(5.55)"
1.00
(0-15)
3.11
(5.30)
BAVQ-R
Malevolence
(n=50)
5.5
(0-18)
7.48
(7.53)
14.00
(0-18)
11.22
(6.70)
0
(0-18)
0.83
(2.88)
BAVQ-R
Benevolence
(n=50)
5.0
(0-18)
6.46
(6.25)
2.00
(0-17)
4.34
(5.45)
12
(0-18)
10.22
(5.92)
BAVQ-R
Omnipotence
(n=50)
9.5
(0-18)
9.42
(4.98)
12.00
(0-18)
11.03
(4.95)
6
(0-14)
6.55
(3.65)
BDI-II
(n=50)
10.0
(0-55)
15.50
(15.54)
20.00
(0-55)
21.31
(16.23)
3
(0-18)
5.17
(6.27)
a n=17 D n=31
For the clinical sample, scores on the VAY indicate that participants perceived their 
voice to relate primarily from a position of dominance (M=14.78, SD=6.85) and that 
they related to their voice from a position of distance (M=13.52, SD=5.55). For the 
non-clinical sample, scores on each subscale were low, but the primary position of 
relating to the voice was from one of dependence (M = 6.72, SD=7.14), and the
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primary position for the voice to be perceived to be relating from was one of 
dominance (M = 3.11, SD=6.25).
Table 3.3: Scores on the PSYRATS
PSYRATS subscale
Whole sample 
(n=50) 
% (n)
Clinical sample 
(n=32) 
%(n)
Non-clinical sample 
(n=18)
% (n)
Frequency
0 8 (4) 3 (1) 17(3)
1 18(9) 13(4) 28(5)
2 32 (16) 31 (10) 33(6)
3 10(5) 9 (3) 11(2)
4 . 32 (16) 44 (14) 11(2)
Missing 0 (0) 0 (0) 0 (0)
Duration
0 0(0) 0(0) 0(0)
1 12(6) 9(3) 16(3)
2 44 (22) 38 (12) 56 (10)
3 14(7) 19(6) 6(1)
4 28 (14) 34(11) 16(3)
Missing 2(1) 0(0) 6(1)
Loudness
0 0(0) 0(0) 0(0)
1 30(15) 25 (8) 38(7)
2 40 (20) 34(11) 50(9)
3 14(7) 19(6) 6(1)
4 14(7) 22(7) 0(0)
Missing 2(1) 0(0) 6(1)
Negative content (amount) 
0 26(13) 6(2) 61(11)
1 10(5) 6(2) 16(3)
2 10(5) 10(3) 11(2)
3 22(11) 31 (10) 6(1)
4 30(15) 47(15) 0(0)
Missing 2(1) 0(0) 6(1)
Negative content (degree) 
0 28 (14) 9(3) 61(11)
1 12(6) 6(2) 27(4)
2 6(3) 6(2) 6(1)
3 16(8) 22(7) 6(1)
4 36 (18) 57 (18) 0(0)
Missing 2(1) 0(0) 6(1)
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Table 3.3 continued: Scores on the PSYRATS
PSYRATS subscale
Whole sample 
(n=50) 
% (n)
Clinical sample 
(n=32) 
%(n)
Non-clinical sample 
(n=18)
%(n)
Distress (amount) 
0 30(15) 6(2) 72 (13)
1 10(5) 9(3) 11(2)
2 6(3) 3(1) 11(2)
3 24 (12) 38 (12) 0(0)
4 26(13) 41 (13) 0(0)
Missing 4(2) 3(1) 6(1)
Distress (intensity) 
0 30(15) 6(2) 72 (13)
1 6(3) 6(2) 6(1)
2 22(11) 28(9) 11(2)
3 22(11) 28(9) 11(2)
4 20(10) 32 (10) 0(0)
Missing 0(0) 0(0) 0(0)
Disruption
0 32 (16) 6(2) 78 (14)
1 10(5) 13(4) 6(1)
2 41 (20) 56(18) 10(2)
3 14(7) 22(7) 0(0)
4 0(0) 0(0) 0(0)
Missing 4(2) 3(1) 6(1)
Controllability
0 10(5) 0(0) 28(5)
1 24 (12) 22(7) 28(5)
2 8 94) 6(2) 11(2)
3 26(13) 34(11) 11(2)
4 32(16) 38 (12) 22(4)
Missing 0(0) 0(0) 0(0)
On average, the clinical sample heard their voices at least once per hour (median =3), 
range 0-4). However, the non-clinical sample reported hearing their voices once a 
day on average (median = 2, range 0-4). The clinical sample, on average, rated their 
voices as about the same loudness as their own voice (median =2, range 1-4). The 
non-clinical sample also rated their voices as about the same loudness as their own 
voice, on average (median = 2, range 0-3). On average, clinical hearers rated the 
content of their voices as being abusive to self-concept and threatening to self 
(median = 4, range 0-4). Non-clinical hearers rated the content of voices as not being
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negative, on average (median = 0, range = 0-3). In terms of controllability of voices, 
clinical hearers believed that they had occasional control over their voices, on average 
(median = 3, range 1-4). Non-clinical hearers, on average, believed they had some 
control over voices on the majority of occasions (median = 1, range = 0-4)
3.4 Differences between clinical and non-clinical participants
The second aim of the study was to determine the differences in voice hearing 
experiences between clinical and non-clinical hearers, specifically in terms of levels 
of distress, styles of relating, and beliefs about voices. Further analysis on 
characteristics of voices was conducted to help clarify the differences between the 
groups.
A Mann-Whitney U test was conducted to determine if statistically significant 
differences existed between clinical and non-clinical hearers on a measure of distress 
(PSYRATS). The result of the test was significant, z =-4.58, p<01, r=.64. Non- 
clinical hearers were significantly less distressed (median =0) than clinical hearers 
(median =3).
A comparison of relating styles between clinical and non-clinical hearers on each of 
the four relating subscales was conducted. As the assumptions of parametric testing 
were not met for the voice dominance, voice intrusiveness, and hearer distance 
subscales, Mann-Whitney U tests were conducted. However, assumptions for 
parametric testing were met for the hearer dependence subscale, therefore an 
independent samples f-test was conducted.
Mann-Whitney U tests were conducted to determine if statistically significant 
differences existed between clinical and non-clinical hearers on measures of 1) voice 
dominance 2) voice intrusiveness, and 3) hearer distance (VAY). Results from the 
three tests were significant. Non-clinical hearers perceived their voices to relate in a 
significantly less dominant manner (median =0) than clinical hearers (median =17.5), 
z =-4.61, p<01, r = .65. Non-clinical hearers perceived their voices to relate 
significantly less intrusively (median = 0) than clinical hearers (median = 10), z =- 
4.60, p<01, r =.65. Finally, non-clinical hearers tended to relate to their voices from
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a position of lesser distance (median =1) than clinical hearers (median = 15), z =- 
4.51, p<01, r  = .64.
An independent-samples t test was conducted to determine if there were significant 
differences between clinical and non-clinical hearers on a measure of hearer 
dependence (VAY). The test was non-significant,[/(48) = 0.43, p = n.s., r = .06] 
suggesting no significant difference in the tendency of clinical (M= 8.34, SD= 6.78) 
or non-clinical hearers (M= 6.72, SD= 7.14.) to relate from a position of dependence.
The results indicate that non-clinical hearers perceive their predominant voice to 
relate to them in less maladaptive ways than clinical hearers. Specifically, the voice is 
perceived to relate less dominantly and less intrusively. Non-clinical hearers also 
relate to their predominant voice in a less maladaptive way in terms of distancing 
from the voice. However, no significant difference was found between clinical and 
non-clinical hearers in terms of relating from a position of dependence.
Comparisons of beliefs about voices between clinical and non-clinical hearers were 
conducted. As the assumptions of parametric testing were not met for the 
malevolence and benevolence subscales, Mann-Whitney U tests were conducted. 
However, assumptions for parametric testing were met for the omnipotence subscale, 
therefore an independent /-test was conducted.
Mann-Whitney [/tests were conducted to determine whether statistically significant 
differences existed between clinical and non-clinical hearers on measures of voice 
malevolence and voice benevolence (BAVQ-R). The results of the tests were 
significant. Non-clinical hearers perceived their voices to be significantly less 
malevolent (median = 0) than clinical hearers (median =14), z =-5.08, p<.01, r = .72, 
and perceived their voices to be significantly more benevolent (median = 12) than 
clinical hearers (Median = 2), z = -3.12, p< .01, r  = .44.
An independent-samples t test was conducted to determine if there were significant 
differences between clinical and non-clinical hearers on a measure of voice 
omnipotence (BAVQ-R omnipotence). The test was significant, f(48) = 3.35, p <01,
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r = .44. Non-clinical hearers (M= 6.56, SD = 3.65) on average believed their voices 
to be less omnipotent than clinical hearers (M — 11.03, SD = 4.95).
A Mann-Whitney U tests were conducted to determine whether statistically 
significant differences existed between clinical and non-clinical hearers on a measure 
of depression (BDI-II). Non-clinical hearers were significantly less depressed 
(median = 3) than clinical hearers (median = 20), z =-3.73, p<01, r = .53.
3.4.1 Further analyses
Further analyses were conducted to clarify differences in voice hearing experiences 
between the two groups. Mann-Whitney U tests were conducted to determine if 
statistically significant differences existed between clinical and non-clinical hearers 
on measures of frequency of voices, loudness of voices, degree of negative content 
and controllability (see Table 3.2). Non-clinical hearers heard voices significantly 
less often (median = 2) than clinical hearers (median = 3), z =-2.70, p<.01, r = .39, 
rated their voices as significantly more quiet (median = 2) than clinical hearers 
(median = 2), z =-2.31, p<05, r = .34, and rated their voices as significantly less 
negative (median = 0) than clinical hearers (median = 4), z =-4.88, p<.01, r = .70. 
Finally, non-clinical hearers rated their voices as significantly more controllable 
(median =1) than clinical hearers (median = 3), z =-2.54, p<.05, r =.36.
3.5 Hypothesis testing
3.5.1 Is there an association between style of relating to and by the voice and 
distress in clinical hearers?
The third aim of the study was to determine whether styles of relating to and by the 
voice were associated with distress in the clinical sample. Specifically, it was 
hypothesised that distress would be associated with voice dominance and hearer 
distance, and that distress and hearer dependence would be negatively associated. The 
association between voice dominance, hearer distance and distress were hypothesised 
to be independent of the association between distress and beliefs about voices and 
mood (Table 3.4). It was also planned to explore the association between voice 
intrusiveness and distress, and if an association was found, to determine whether this 
was independent of beliefs about voices or mood linked appraisals. As assumptions
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for parametric testing were not met, Kendall’s tan correlation, a non-parametric 
correlational procedure was used. In view of the number of correlations conducted, 
there is an increased likelihood of a Type I error occurring. Findings should be 
viewed with caution.
Table 3.4: Bivariate correlations (Kendall’s tan) between distress and relating 
subscales in the clinical sample
Voice
dominance
(n=32)
Voice
intrusiveness
(n=32)
Hearer
dependence
(n=32)
Hearer
distance
(n=31)
Distress .399** .321* -.116 .326*
* = p<05; ** = p<01
In order to determine if significant associations were independent of beliefs or mood- 
linked appraisals, the ideal analysis would be logistic regression in order to determine 
the unique variance in distress accounted for by each variable. However, in order to 
detect a medium effect size, a sample of 98 would be required to conduct this 
analysis, and therefore the current sample of n =32 precludes the use of this statistical 
technique. Therefore, in order to clarify this issue to the extent that the data will 
allow, nonparametric (Kendall’s-tau, t) correlations were calculated between each of 
the relating subscales, distress and beliefs about voices and level of depression (BDI- 
II score) (see Table 3.5). If significant, Kendall’s-tau partial correlations were then 
conducted in order to control for the association between distress, relating style and 
beliefs about voices and depression.
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Table 3.5: Bivariate correlations (Kendall’s tau) between distress, relating 
variables, beliefs about voices and levels of depression (BDI-II) for the clinical 
sample
Malevolence Benevolence BDI-II Omnipotence
Distress (n=32) .418** -.399 ** -.096 .331*
Voice
dominance
(n=32)
.680** -.436 ** .405 ** .632**
Voice
intrusiveness
(n=32)
.421** -.374 ** .264* .521**
Hearer
dependence
(n=32)
-.174 .287* .067 .163
Hearer distance 
(n=31) .457 ** -.349 ** .323 *
.411**
* = p<05; ** = p<01
The hypotheses for each relating subscale will be tested and reported separately. 
Voice dominance
Hypothesis 1: distress will be associated with voice dominance 
A significant positive correlation was found between voice dominance and distress (t 
= .399, pO.Ol). This hypothesis was therefore supported.
Significant correlations were also found between voice dominance and malevolence, 
omnipotence, benevolence and depression and between distress, malevolence, 
omnipotence and benevolence (see Table 3.6). Therefore, partial correlations were 
conducted to control for the effect of each of these variables on the association 
between distress and voice dominance.
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Hypothesis 2: the association between distress and voice dominance will be 
independent of the association between distress and:
i) beliefs about malevolence
The effect of controlling for malevolence was to decrease the correlation coefficient 
(t = .185, p=n.s.). The hypothesis was not supported, the association between voice 
dominance and distress is not independent of beliefs about malevolence.
ii) beliefs about omnipotence
The effect of controlling for beliefs about omnipotence was to increase the correlation 
coefficient (t = .410, p=n.s.). However, this association was no longer statistically 
significant suggesting that the association between voice dominance and distress is 
not independent of beliefs about omnipotence.
iii) beliefs about benevolence
The effect of controlling for benevolence was to increase the correlation coefficient (t 
= .928, p<.01.). The hypothesis was supported.
iv) levels of depression
The effect of controlling for depression was to increase the correlation coefficient (t =  
.716, p<01.). The hypothesis was supported.
Hearer distance
Hypothesis 3: distress will be associated with hearer distance.
A significant positive correlation was found between distress and hearer distance (t =  
.326, p<0.05.). This hypothesis was supported.
Significant correlations were also found between hearer distance and malevolence, 
omnipotence, benevolence and depression and between distress, malevolence, 
omnipotence and benevolence (see Table 3.6). Therefore, partial correlations were 
conducted to control for the effect of each of these variables on the association 
between distress and hearer distance.
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Hypothesis 4: the association between distress and hearer distance will be 
independent of the association between distress and:
i) beliefs about malevolence
The effect of controlling for malevolence was to decrease the correlation coefficient 
(t = .192, p=n.s.). This hypothesis was not supported.
ii) beliefs about omnipotence
The effect of controlling for omnipotence was to decrease the correlation coefficient 
(t = .311, p=n.s.). This hypothesis was not supported.
iii) beliefs about benevolence
The effect of controlling for benevolence was to increase the correlation coefficient (t 
= .847, pO.Ol.). This hypothesis was supported.
iv) levels of depression
The effect of controlling for depression was to increase the correlation coefficient (t =  
0.510, p<05). This hypothesis was supported.
Hearer dependence
Hypothesis 5: distress and hearer dependence will be negatively associated.
A negative correlation between hearer dependence was found, but this was not 
statistically significant (t = -.116, p=n.s.). Therefore, no further analysis was 
conducted.
Voice intrusiveness
Hypothesis 6: distress will be associated with voice intrusiveness 
A significant positive correlation was found between voice intrusiveness and distress 
(t = .321, p<0.05,). This hypothesis was supported.
Significant correlations were also found between voice intrusiveness and 
malevolence, omnipotence, benevolence and depression and between distress, 
malevolence and benevolence (see Table 3.5). Therefore, partial correlations were
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conducted to control for the effect of each of these variables on the association 
between distress and voice intrusiveness.
Hypothesis 7: the association between distress and voice intrusiveness will be 
independent of the association between distress and:
i) beliefs about malevolence
The effect of controlling for malevolence was to increase the correlation coefficient (t 
= .382, p=n.s.). However, this association was no longer statistically significant. This 
hypothesis was therefore not supported.
ii) beliefs about omnipotence
The effect of controlling for omnipotence was to increase the correlation coefficient (t 
= .366, p=n.s.). However, this association was no longer statistically significant. This 
hypothesis was therefore not supported.
iii) beliefs about benevolence
The effect of controlling for benevolence was to increase the correlation coefficient (t 
= .909, pO.Ol.). This hypothesis was supported.
iv) levels of depression
The effect of controlling for depression was to increase the correlation coefficient (t -
0.683, pO.Ol.). This hypothesis was supported.
Therefore, the hypotheses that voice dominance, voice intrusiveness and hearer 
distance would be associated with distress were supported. However, the relationship 
between these variables was not independent of beliefs about the omnipotence or 
malevolence of the predominant voice.
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3.5.2 Is there an association between styles of relating and distress in non- 
clinical hearers?
The fourth and final aim of the study was to explore the association between relating 
styles and distress in non-clinical hearers. Hypotheses from the clinical sample were 
extrapolated to the non-clinical sample. Kendall’s tau correlation was the procedure 
chosen to evaluate the association between relating subscales and distress, as the data 
did not meet the assumptions for parametric testing. Bivariate correlations between 
relating subscales and distress are shown in Table 3.6.
Table 3.6: Bivariate correlations (Kendall’s tau) between distress and relating 
subscales in the non-clinical sample
Voice
dominance
(n=18)
Voice
intrusiveness
(n=17)
Hearer
dependence
(n=18)
Hearer
distance
(n=18)
Distress .336 .267 -.234 .668**
* = p<05; ** =p<01
The hypothesis that the association between relating variables and distress would be 
independent of beliefs about voices and mood-linked appraisals was also tested. In 
order to test these hypotheses nonparametric (Kendall’s-tau correlation, t) 
correlations were calculated between each of the relating subscales, distress, beliefs 
about voices and level of depression (BDI-II score) (see Table 3.7). Kendall’s tau 
partial correlations were then conducted in order to control for the association 
between distress and beliefs about voices and depression (see Section 3.4.2). In view 
of the number of correlations conducted, there is an increased likelihood of a Type I 
error occurring. Findings should be viewed with caution.
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Table 3.7: Bivariate correlations (Kendall’s tau) between distress, relating 
variables and beliefs about voices malevolence and benevolence and levels of 
depression (BDI-II) for the non-clinical sample
Malevolence Benevolence BDI-II Omnipotence
Distress (n=T8) .591 ** -.426* .626** .278
Voice
dominance
(n=18)
.554* -.289 .180 .252
Voice
intrusiveness
(n=T7)
.447 -.186 .241 .405*
Hearer
dependence
(n=18)
-.276 .352 * .058 .254
Hearer distance 
(n=18) .520 ** -.225
.508 ** .338
* = p<05; ** = p<01
The hypotheses for each relating subscale will be tested and reported separately.
Voice dominance
Hypothesis 1: distress will be associated with voice dominance 
A positive correlation was found between voice dominance and distress, however this 
was not statistically significant (t=  0.336, p=n.s.). This hypothesis was not supported.
Hearer distance
Hypothesis 2: distress will be associated with hearer distance.
A significant positive correlation was found between distress and hearer distance (t =  
0.668, p<.01.). This hypothesis was supported.
Significant correlations were also found between hearer distance and malevolence and 
depression and between distress, malevolence, benevolence and depression (see 
Table 3.7). Therefore, partial correlations were conducted to control for the effect of 
each of these variables on the association between distress and hearer distance.
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Hvvothesis 3: the association between distress and hearer distance will be 
independent of the association between distress and:
i) beliefs about malevolence
The effect of controlling for malevolence was to increase the correlation coefficient 
(t=  0.700, p<01). This hypothesis was supported.
ii) beliefs about benevolence
The effect of controlling for benevolence was to increase the correlation coefficient (t 
= 0.997, p<01.). This hypothesis was supported.
iii) levels of depression
The effect of controlling for depression was to increase the correlation coefficient (x = 
0.674, p<01). This hypothesis was supported.
Hearer dependence
Hypothesis 4: distress and hearer dependence will be negatively associated.
A negative correlation between hearer dependence was found, but this was not 
statistically significant (x = -0.234, p=n.s.). The hypothesis was not supported.
Voice intrusiveness
Hypothesis 5: distress will be associated with voice intrusiveness 
A positive correlation was found between voice intrusiveness and distress, however 
this was not statistically significant (x = 0.267, p=n.s.). This hypothesis was not 
supported.
Therefore, a similar pattern of results was found for the non-clinical sample when 
compared with the clinical sample. However, the only statistically significant 
association between distress and style of relating, was between hearer distance and 
distress. This association remained significant after controlling for the effects of 
beliefs about the voice’s malevolence and benevolence, and for mood linked 
appraisals.
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DISCUSSION
4.1 Overview
The aim of this study was to extend previous research which had investigated whether 
hearers’ interpersonal relationship with their voice was associated with distress. 
Specifically, it aimed to extend the work of Vaughan & Fowler (2004), who reported that 
perceptions of the voice as relating in a domineering and bullying manner and the voice 
hearer relating by distancing themselves and withdrawing from the voice, were uniquely 
associated with distress, independently of beliefs about the voices malevolence, 
benevolence and mood-linked appraisals. However, the study suffered from a number of 
methodological limitations, specifically a small sample size, measures of relating styles 
which were not psychometrically sound and measures of beliefs about voices which have 
been criticised for lacking sensitivity.
The current study addressed these methodological limitations in two ways. First, by 
using a measure of maladaptive styles of relating between voice and voice hearer with 
sound psychometric properties (Voice and You, Hayward & Denny, 2004). Second, by 
using the revised version of the Beliefs about Voices Questionnaire (Chadwick et al, 
2000), which is more sensitive in its measurement of beliefs and psychometrically more 
robust. Also, hearers from a non-clinical, in addition to a clinical, sample were recruited 
in order to determine whether the associations between relating styles and distress 
generalise to non-clinical hearers, hence extending previous work. The study also 
developed previous research by comparing voice hearing experiences of clinical and non- 
clinical hearers on measures of distress, relating styles, beliefs about voices, and 
depression. The study employed a cross-sectional design, and consisted of two elements. 
First, the voice hearing experiences of clinical and non-clinical hearers were compared 
using a case-control, between-subjects design. Second, in order to determine whether 
relating styles were associated with distress, a correlational design was used.
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4.2 Main findings
The first and second aims of the study were to describe and compare the voice hearing 
experiences of clinical and non-clinical hearers, with regard to levels of distress, beliefs 
about voices, levels of depression and relating styles. Non-clinical hearers were 
significantly less distressed by their voices than clinical hearers. They believed their 
voices to be significantly less omnipotent and malevolent than the clinical group, and 
significantly more benevolent. The non-clinical group were also significantly less 
depressed than the clinical sample.
With regard to relating styles, clinical hearers perceived their predominant voice to relate 
primarily from a position of dominance, and to relate to the voice primarily from a 
position of distance. For non-clinical hearer’s, voices were perceived to relate primarily 
from a position of dominance, whilst the primary position of relating by the hearer was 
dependence. Comparison of the two groups indicated that non-clinical hearers perceived 
their voices to relate from a position of significantly less dominance and less 
intrusiveness than clinical hearers, and related from a position of significantly less 
distance when compared with clinical hearers. There was, however, no significant 
difference in terms of hearer dependence. These findings support the prediction that non- 
clinical hearers relate to their predominant voice in less maladaptive ways than clinical 
hearer’s with the exception of hearer dependence.
Further analyses were conducted to determine whether other characteristics of the voice 
hearing experience also differentiated between the two groups. It was found that in the 
non-clinical sample, voices occurred significantly less frequently than in the clinical 
group, had significantly less negative content, were significantly quieter, and were 
significantly more controllable. There was no significant difference between the two 
groups with regard to voice identity.
The third aim of the study was to determine whether style of relating to and by the 
predominant voice was associated with distress in the clinical sample. As hypothesised,
206
Volume I — Major Research Project Discussion
significant associations between voice dominance and distress, voice intrusiveness and 
distress and hearer distance and distress were found. However, whilst these associations 
were independent of beliefs about voices’ benevolence and depression, they were not 
independent of beliefs about voices’ malevolence or omnipotence. A negative 
association between hearer dependence and distress was found but this was not 
statistically significant. Results should be interpreted with caution due to the number of 
correlations conducted.
The fourth and final aim of the study was to explore the association between relating 
styles and distress in non-clinical hearers. On the basis of the continuum model of voice 
hearing, hypotheses from the clinical sample were extrapolated to the non-clinical 
sample. The only significant association found was between hearer distance and distress. 
As hearers related from a position of greater distance, distress increased. This association 
was found to be independent of beliefs about omnipotence, malevolence and 
benevolence, and independent of levels of depression. Associations between voice 
dominance, voice intrusiveness and hearer dependence were in the predicted directions 
but non-significant.
4.3 Theoretical implications
Overall, the findings are similar to previous research. The finding that non-clinical 
hearers were significantly less distressed than clinical hearers is in line with previous 
work (Romme & Escher, 2000; Honig et al, 1998), and clearly demonstrates that hearing 
voices is not inevitably distressing (the median rating of distress for the non-clinical 
sample was 0). The finding that non-clinical hearers believed their voices to be less 
omnipotent and malevolent and significantly more benevolent than clinical hearers, was 
as predicted and can be explained using Birchwood & Chadwick’s cognitive model 
(1994; 1997). The model proposes that beliefs about a voice’s power (omnipotence) and 
intent (malevolence or benevolence) are associated with the emotional and behavioural 
response to the experience. A belief that a voice is malevolent leads to negative 
emotional reactions and beliefs about benevolence the opposite. Based on the prediction,
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which was supported, that non-clinical hearers would be less distressed by hearing 
voices, it would then be predicted from the cognitive model that this emotional response 
would be caused by the belief that the voice is benevolent. Whilst the current study does 
not test this model directly, the significant differences in beliefs between clinical and 
non-clinical hearers, in addition to differences in distress, is in line with predictions from 
the model.
The finding that clinical hearers were significantly more depressed than non-clinical 
hearers is also supported by previous research. At least moderate levels of depression 
were found in 51% of clinical hearers in the studies of Birchwood and colleagues (2000; 
2004), similar to the 50% rate in the current study. Birchwood & Chadwick (1997) argue 
that the high levels of depression found in clinical hearers is attributable to beliefs about 
the malevolence and omnipotence of voices which can lead to feelings of helplessness 
and powerlessness. However, it could be argued that it is actually levels of depression 
which primarily distinguish clinical from non-clinical hearers, and it is this which causes 
difficulty in coping with voices and the subsequent need for support from services. It 
could also be argued that appraisals of voices are influenced by mood. However, beliefs 
about voices and distress have been found to be independent of mood-linked appraisals in 
a number of studies (Birchwood & Chadwick, 1997; Birchwood et al, 2000; Hayward, 
2003; Vaughan & Fowler, 2004) as well the current study. This therefore seems unlikely.
Relating styles in clinical and non-clinical hearers were described and compared. 
Perceptions of the predominant voice as relating primarily from a position of dominance 
in both groups (although significantly less so in the non-clinical group) is consistent with 
the work of Birchwood & Chadwick (1994; 1997) whose theory is based upon the 
importance of perceptions of the voice as powerful. It is also consistent with the work of 
Vaughan & Fowler (2004) who found that voices were perceived to relate primarily from 
a position of dominance in clinical hearers. However, the only previous research that has 
attempted to compare perceptions of voices’ power in clinical and non-clinical hearers 
was that of Romme and colleagues (1992), who found that those who felt able to cope
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with the experience perceived their voice as significantly less powerful than those who 
could not cope. This partially supports the current study where non-clinical hearers 
perceived their voice as significantly less dominant than clinical. Overall, these findings 
indicate the importance of perceptions of power in the relationship.
Clinical hearers were found to relate to their voice primarily from a position of distance, 
and from a significantly greater distance than non-clinical hearers. This provides further 
support for the importance of this style of relating in clinical hearers, in line with 
previous findings (Hayward, 2003; Vaughan & Fowler, 2004).
The finding that non-clinical hearers relate primarily from a position of dependence (a 
combination of submissiveness and intimacy, and hence a form of engagement) can be 
understood with reference to the findings of Romme and colleagues (1992). They 
reported that people who engaged with the voice were able to cope well with the 
experience, set boundaries and make choices about what to attend to, and it could be 
speculated that this is occurring in the non-clinical group. However, there was a non­
significant difference between the two groups, and in fact clinical hearers tended to relate 
from a position of greater dependence than the non-clinical group. Therefore, 
interpretation of this finding is unclear and tentative.
The voice relating in an intrusive way was not the primary relating style of voices found 
in either group, suggesting that the axis of proximity may be less important in 
understanding the perceived relating style of the voice. However, clinical hearers rated 
their voices as significantly more intrusive than the non-clinical group, suggesting that 
the perceived proximity of the voice is important in distinguishing the two groups.
From the model proposed by Birchwood and colleagues (1997; 2000; 2004) and from the 
work of Vaughan & Fowler (2004), it would be predicted that interpersonal schemata 
determine styles of relating which mediate distress. Therefore, the finding that non- 
clinical participants were less distressed would be explained by the finding that the
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relationship between voice and voice hearer is less maladaptive. Also, Birtchnell (2001) 
states that distress arises when an individual repeatedly perceives unsatisfactory ways of 
relating, which again suggests the primary role of relating, independent of beliefs about 
voices. The current study does not provide a direct test of this model, multivariate 
analysis would be required to do so. Further, it could be argued that other differences 
that exist between the two groups may account for the significant difference in levels of 
distress between the two groups. The finding that clinical hearers perceived their voices 
as less controllable than non-clinical hearer’s is supported by Romme and colleagues’ 
(1992) finding that people who felt less able to cope with the experience felt less able to 
control their voices. Clinical hearers rated the content of voices as more negative than 
non-clinical, replicating the finding of Honig et al (1998). Negative content of voices has 
been shown in previous research not to be directly related to the emotional response to 
voices (Birchwood & Chadwick, 1997; Sayer et al, 2000; van der Gaag et al, 2003), 
therefore it is unlikely that this plays a causal role. The finding that clinical hearers rated 
their voices as significantly more frequent and louder is supported by the findings of 
Birchwood et al, (2000). However, in their analysis, these characteristics were not 
selected in the multivariate analysis, and the group suggest that perceptions of frequency 
and volume arise as a consequence of the appraisal of power. The non-significant 
difference in frequency of identifiable voices found in the current study, is also supported 
by previous work (Leudar et al, 1997). Therefore, previous research suggests that 
negative voice content, frequency or volume of voices are unlikely to cause distress. 
However, whether the ability to control the voice causes or is caused by distress is 
important to determine in future work.
The differences found between clinical and non-clinical hearers could also be explained 
by the observed differences in clinical characteristics, such a psychiatric diagnosis, use of 
medication and hospitalisation. Close & Garety (1998) argue that hearing voices in 
conjunction with a psychotic diagnosis could be distressing due to stereotypes of mental 
illness. Receiving a diagnosis is dependent upon coming into contact with healthcare 
services, which, as evidenced by the existence of a non-clinical sample, is not always the
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case. However, the possibility that contact with services causes the differences in 
experiences observed in this and previous studies, cannot be ruled out and a longitudinal 
study would be required to investigate this further.
These findings suggest the importance of further research to clarify the causal 
relationships between relating variables, beliefs about voices, depression, characteristics 
of voice hearing and distress. Suggestions for this research will be discussed in Section 
4.6. However, the original aims of the research, which were to explore differences in 
relating styles and levels of distress of clinical and non-clinical hearers, have been met. It 
is clear that the relationship between non-clinical hearers and their voices is less 
maladaptive than the relationship of clinical hearers, and consideration of relating styles 
may therefore be clinically important. The findings also suggest that voice hearing is not 
inevitably distressing, but, in line with the arguments of previous researchers (Chadwick 
& Birchwood, 1994; Romme & Escher, 2000), it is the interaction between the person 
and the experience which causes distress. The final two aims of the study were to 
determine whether styles of relating between voice and hearer were associated with 
distress.
For clinical hearers, significant associations were found between voice dominance, voice 
intrusiveness, hearer distancing and distress. These findings replicated those of Vaughan 
& Fowler (2004) and provide support for their suggestion that styles of relating are 
associated with the emotional response to voice hearing. These findings were found to be 
independent of beliefs about the benevolence of voices and levels of depression.
However, these associations were not found to be independent of beliefs about voices 
omnipotence or malevolence. In order to further clarify these findings in relation to 
previous research, each style of relating will be considered in turn.
A significant association was found between perceptions of the voice as dominant and 
distress. This provides further support for the work of Vaughan & Fowler (2004) who 
described the association between distress and voice dominance. The finding that this
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association was not independent of beliefs about omnipotence or malevolence, however, 
contradicts the findings of Vaughan & Fowler (2004). These researchers argue that 
distress arising from voices is linked to interpersonal schema (hence relating style) and 
that this relationship is independent of beliefs about voices. The contradictory findings of 
the current study suggest the possibility that beliefs about voices (specifically 
malevolence and omnipotence) mediate the association between relating styles and 
distress. Alternatively, there could be a circular relationship between these variables, as 
could be hypothesised in systemic theory.
The finding that a perceived intrusive style of relating by the voice is associated with 
distress in clinical hearers also supports the work of Vaughan & Fowler (2004). This is 
further supported by the findings of Hustig & Hafner (1996) that the degree to which 
voices are appraised as intrusive is associated with distress. In the current study, as in that 
of Vaughan & Fowler (2004), this association was not independent of beliefs about 
omnipotence or malevolence. Once again, this suggests that omnipotence and 
malevolence may act as mediators in the relationship.
Relating to the voice from a position of distance was found to be significantly associated 
with distress in the current study, and this concurs with the findings of Vaughan &
Fowler (2004). However, in contrast to Vaughan & Fowler (2004), this association was 
not independent of beliefs about omnipotence or malevolence, again suggesting the role 
of these variables as mediators. However, the associations found suggest that reacting to 
the voice by distancing oneself acts to increase distress, and that no distance from the 
voice is ‘safe’. This has potential therapeutic implications, which are discussed below. 
This association is further clarified by the finding that the ability to negotiate time and 
engage with voices is related to coping, and the ability to engage in dialogue decreases 
distress (Romme et al, 1992; Leudar et al, 1997). Nayani & David (1996) and Romme & 
Escher (2000) argue that intimacy is important in the relationship with voices, and that 
the acceptance and development of intimacy, the very opposite of distancing, is one 
strategy that may lower distress.
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The association between hearer dependence and distress was not significant, but was in 
the predicted (negative) direction. Any discussion of this trend and its importance is 
therefore at best tentative. Vaughan & Fowler (2004) found a significant negative 
association between hearer lowemess and distress, (lowemess being one aspect of the 
construct of dependence). They interpreted this to suggest that becoming submissive to a 
voice may decrease distress and hence bring benefits to the voice hearer. Further, the 
current study also found that hearer dependence was correlated with benevolence, which 
replicates the finding of Vaughan & Fowler (2004). They interpreted this to suggest that 
people submit to a voice when they trust it.
These findings differ from those of Vaughan & Fowler (2004) who assert the primacy of 
relating variables in predicting distress. Rather, the current study suggests that it is the 
combination of relating style and beliefs about voices which determine the emotional 
response to the experiences. Why were the associations between relating style and 
distress not found to be independent of beliefs about the voices omnipotence and 
malevolence? In the original study conducted by Vaughan & Fowler (2004), a multiple 
regression analysis was conducted to determine which variables contributed uniquely to 
distress. It was found that voice dominance and hearer distance were the only variables 
to uniquely contribute to distress, hence the interpretation that these relating variables 
were associated with distress independent of beliefs about the intent or purpose of voices. 
However, the use of multiple regression can be criticised due to the small sample size 
(n=30), and findings should therefore be interpreted cautiously. Multiple authors have 
stated the importance of sample size in applying multiple regression analyses (Field,
2000; Tabachnick & Fidell, 2001;Miles & Shelvin, 2001). Due to the small sample size 
in the current study, multivariate analysis was not conducted. Therefore, it is not possible 
to clarify whether beliefs about omnipotence or malevolence mediate the association 
between relating variables and distress or whether in fact the association between relating 
variables and distress is independent of beliefs about voices. However, it is possible that
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the relationships between these variables is perhaps more complex than previously 
thought.
There is one other important difference between the current study and that of Vaughan & 
Fowler (2004), which may account for the differences in findings. Two of the measures 
in the current study differed from those used in the study of Vaughan & Fowler. The 
VAY used in the current study was developed from the HTV and VTH used by Vaughan 
& Fowler (2004). Each subscale of the VAY demonstrates more robust psychometric 
properties than those measures used by Vaughan & Fowler (2004). Perhaps more 
importantly, the revised version of the BAVQ was used in the current study, which was 
developed in order to increase sensitivity of measurement of the benevolence and 
malevolence subscales, and to extend the measurement of omnipotence from one item to 
five. Chadwick and colleagues (2000) found that the internal reliability of the 
malevolence and omnipotence subscales were higher than the BAVQ. The differences in 
these scales may account for the differences in results, which in statistical terms are small 
but have potentially important theoretical implications.
The association between relating variables and distress were also investigated in the non- 
clinical sample. These associations were in the predicted direction, but the only 
statistically significant association was between hearer distance and distress. This 
association was found to be independent of beliefs about voice and mood linked 
appraisals. This finding provides further support for the particular importance of the 
association between distant relating and distress. Due to the small sample size, the lack 
of significant associations is not surprising. However, the fact that the association 
between hearer distance and distress is independent of beliefs about voice and depression 
is contrary to findings in the clinical sample and in fact supports the original findings by 
Vaughan & Fowler (2004). This discrepancy could be due to the small sample size, and 
the failure to detect a significant effect which exists. The findings that the association 
between relating variables and distress were in the predicted direction but not significant, 
suggests that these associations are important in the non-clinical group, as would be
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predicted from the continuum model, but that the sample size may be insufficient to 
detect significant effects.
4.4 Methodological limitations
The current study suffers from a number of methodological limitations which impacts 
upon the confidence and clarity with which conclusions can be drawn. The first 
limitation is the size of the sample recruited to the study. The small sample size 
precluded the use of multiple or logistic regression in order to provide a more robust test 
of the hypothesised causal relationship between relating variables and distress. In fact, a 
power analysis indicated that a sample of 98 would be required. It may have been 
possible to conduct a tentative regression analyses, following the steps outlined by Baron 
& Kenny (1986) to determine whether malevolence and/or omnipotence act as mediator 
variables between relating styles and distress. However, the sample size and significant 
correlations between malevolence and relating variables (leading to collinearity) meant 
that the assumptions for the use of regression were not met (Field, 2000; Miles &
Shelvin, 2001). Therefore, there may be a complex relationship between beliefs about 
voices and relating styles, which is unable to be elucidated in the current study. A further 
limitation is the number of partial correlations conducted, which increases the probability 
of making a Type I error. Results should therefore be interpreted with caution.
The patterns of relating and their association with distress in non-clinical hearer’s 
mirrored those found in the clinical sample and provides tentative support for the 
existence of a continuum of experience between clinical and non-clinical hearers. 
However, these associations were not statistically significant. It is possible that if a larger 
sample had been recruited, and the study sufficiently powered, statistically significant 
associations would have been found.
Why was there difficulty in recruitment? One of the reasons for the collaboration 
between three trainees across three different NHS trusts, was to increase the rate of 
recruitment. However, this approach did not succeed. The small sample size recruited
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was a constant source of frustration. Unfortunately, with the exception of multi-site 
recruitment, the research literature provides little acknowledgement of or suggestion as to 
how to manage the problem (Hunt et al, 2000). Why did we fail to recruit more 
participants? A number of healthcare professionals with whom I spoke described their 
belief that talking about voices was a way of colluding with hearers and this should be 
avoided. Even after discussing evidence that this was not the case, and that open 
discussion of the experience was found to be beneficial by many people who hear voices, 
referrals were not received. Another common conversation was that clients were 
perceived to be too unwell or unstable to participate in the research. Also, in some 
instances, hearers declined to discuss their experiences with strangers, possibly due to the 
stigma of voice hearing or the perceived implications of disclosure (e.g. hospitalisation).
The small sample recruited for the non-clinical part of the study may be accounted for by 
different reasons. The stigma associated with mental illness, particularly psychosis, may 
well reduce the extent to which people self-report voice hearing experiences. Therefore, 
the non-clinical sample recruited is inherently biased towards people who have developed 
a coherent understanding of their experiences, perhaps through organised belief 
frameworks such as the spiritualist church. The small sample size recruited may account 
for the lack of statistically significant associations between relating variables and distress. 
However, the sample size of 18 is larger than any previous research which has 
investigated voice hearing experiences of people not in touch with services, and perhaps 
reflects the difficulty in recruiting participants from this population.
The lack of ethnic diversity in the sample may also potentially affect the confidence with 
which these results can be generalised. However, this may reflect the demographic 
characteristics of the NHS trusts within which the research was conducted. Further, the 
demographic characteristics of participants who have taken part in previous research in 
this area are similar to the current study (Birchwood & Chadwick, 1997; Hayward, 2003; 
Vaughan & Fowler, 2004). However, this is a significant limitation considering the
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greater prevalence of voice hearing experiences in non-white British individuals (Johns et 
al, 2002), and should be addressed in future research.
A further limitation is the potential response bias in terms of who consented to participate 
in the research. Many of the clinical hearers who consented were members of hearing 
voices groups and as a consequence skilled at thinking and talking about voices in a 
psychological way. Of those people who were approached to participate, 49% refused. 
One reason given for this was that the individual did not feel able to talk about their 
voices. It is possible that this affects the generalisability of the results, and that the idea 
of relating to the voice is applicable to a select few. Due to the way in which non-clinical 
hearers were recruited, it is difficult to determine an accurate assessment of the response 
rate. Although 69% of people who initially expressed an interest in the research later 
consented to participation, it is known that information about the research was available 
to many more than 26 people, with the readership of the spiritualist church publication 
being thousands. However, the hypothesised low response rate may reflect the stigma of 
talking to mental health professionals about voice hearing experiences.
4.5 Clinical implications
Overall, the results indicate that the way in which hearers relate to their voices and 
perceive their voices to relate to them is associated with distress. Comparisons of the 
styles of relating and beliefs about voices in the clinical and non-clinical sample, suggest 
the importance of less maladaptive relating styles and also less maladaptive beliefs in 
determining the level of distress experienced. Therefore, both beliefs about voices and 
relating styles appear to be potential therapeutic targets. Belief modification has been the 
mainstay of cognitive therapy for voices over the last ten years, but the findings from this 
study support a more novel therapeutic approach which focuses on interpersonal aspects 
of the experiences. In the clinical sample, voices were often perceived as domineering 
and intrusive and many hearers respond to this by distancing themselves from the voice. 
This distancing style of relating, possibly mediated by beliefs about the omnipotence or 
malevolence of the voice, is associated with distress. It seems therefore that distancing
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oneself from the voice may not be a useful coping strategy. Clinically, the use of coping 
strategies such as attempting to ignore the voice, or the use of distraction, are often used 
or encouraged by clinicians (Tarrier et al, 1990). However, the findings from the current 
study, in addition to those of Romme & Escher (2000) and Leudar et al (1997) highlight 
the adaptiveness of accepting and engaging with the voice for some hearers. This finding 
is similar to research conducted on depression and OCD, which suggests that attempting 
to ignore negative or intrusive thoughts is ineffective in alleviating distress. The 
application of mindfulness theory and practice may therefore be useful for people who 
hear voices (Segal et al, 2002; Chadwick, 2006). Mindfulness practice reduces distress in 
two ways, through decentred awareness and through the development of metacognitive 
insight. Decentred awareness encourages the acceptance of present experience (the 
voice) and the absence of reaction (for example avoidance or the hearer distancing 
themselves from the voice). By doing so, it is suggested that people are liberated from 
habitual distressing reactions to voices. Metacognitive insight is developed through 
reflective learning about the experience of hearing voices, by discussing what is noticed 
about voices, reactions to the voices, and how the relationship to the voice shapes the 
emotional response (Chadwick, 2006).
In a recent text on person-based cognitive therapy for psychosis (Chadwick, 2006), a 
number of ways of working therapeutically with interpersonal aspects of the voice 
hearing experience, and thus engaging with the voice, are described. One technique, 
developed with Mark Hayward, and based on gestalt techniques, involves locating a 
clients’ voice in the empty chair, and working directly with the interpersonal relationship. 
The client is encouraged to talk directly with the voice, addressing both negative and 
positive aspects of the relationship, for example, “you never say anything positive about 
me, which eats away at my self-esteem” (pg 67, Chadwick, 2006). The therapist asks 
questions about the relationship with the voice such as “How do you experience your 
relationship with your voices? In what ways is it like other relationships?” Guided 
discovery may then be used to find how the client would like to be in the relationship 
with the voice and to experiment with different relating styles in order to develop more
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balanced, assertive relationships. The findings also suggest the potential importance of 
systemic thinking and techniques, such as including the voice within circular questions, 
for example, “what might the voice say about this?” These approaches exemplify the 
idea of developing a modus vivendi, as originally proposed by Birchwood & Chadwick
(1997), and highlights the importance of developing an understanding of voices and 
integrating the experience into ones identity (Romme & Escher, 2000). This may be 
particularly useful for those hearers where considerable anxiety is raised by using 
traditional cognitive techniques such as challenging beliefs that the voices are real 
(Fowler et al, 1995; Vaughan & Fowler, 2004).
The process of meeting with healthcare professionals to discuss the research, and 
resulting conversations about “collusion” with voices, highlights the need for indirect 
work with staff, through training and consultation. Also, if it is accepted that the 
experience of hearing voices in conjunction with a psychotic diagnosis could be 
distressing in itself, due to the stigma associated with this, it is important that 
psychologists continue to challenge stereotypical perceptions of mental illness, enforce 
the social inclusion agenda and empower hearers.
4.6 Future work
Future work should aim to recruit a larger sample of both clinical and non-clinical 
hearers, in order to address the limitations described above. This may allow the use of 
multivariate statistical techniques such as multiple regression or structural equation 
modelling, which would help to address the issue of causality in the relationship between 
relating variables, cognition and distress (Miles & Shelvin, 2001). Another area which 
may help to clarify these issues is to investigate whether voice relating mirrors social 
relating, as would be hypothesised from the suggestion that interpersonal schemata 
govern the understanding of and response to voices. This is currently being investigated 
by another member of the research group. Also, the study focused on measures of 
maladaptive relating. It is possible that by using a measure of adaptive relating, the 
association between relating and distress would have been clearer, especially in non-
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clinical participants. However, such a measure, based on BirtchnelPs theory would need 
to be developed. Further, a more ethnically diverse sample should also be recruited. A 
longitudinal investigation which examines how voice hearing and relationships with 
voices change over time, may shed light on the developmental processes involved in 
making sense of voice hearing and potentially in reducing distress.
4.7 Conclusions
The current study has found support for the association between styles of relating to 
voices and distress. Non-clinical hearers were found to be significantly less distressed 
than clinical hearers, to have less maladaptive beliefs about voices, and to have 
significantly less maladaptive styles of relating to the voice and perceptions of the way in 
which the voice related to them. In clinical hearers, a significant association was found 
between voice dominance, voice intrusiveness, hearer distance and distress. However, in 
contrast to previous work, these associations were not independent of beliefs about the 
voices omnipotence or malevolence. In non-clinical hearers, a significant association 
was found between hearer distance and distress. This was independent of beliefs about 
voices and mood-linked appraisals. Clinically, it is argued that the development of less 
maladaptive relationships between voices and hearers may reduce the distress associated 
with the experience. Despite the methodological limitations described, the current study 
makes a significant contribution to the literature, by extending the work of Vaughan & 
Fowler (2004) to investigate relating styles in non-clinical hearers and by using a more 
robust method. Future work should attempt to recruit a larger sample, which is more 
ethnically diverse, and also conduct a longitudinal study to determine how relating styles 
change over time.
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The Voice Relating Interview
I  am interested in the relationship that people develop with their voice (or voices) 
and during this interview I  will ask you a number o f different questions about your 
voice and how you relate to it. I f  you have more than one voice, please try to 
identify a voice that you would think o f as your main voice and answer the 
questions in terms o f this voice.
Questions about the voice
P d  like to begin by asking you some general questions about the voice (or voices) 
that you hear:
How many voices do you hear?
How often do you hear them/it?
How long have you heard the voice for? Has it been a constant presence or has it 
come and gone over the months/years?
Is the voice a man or a woman or are you unsure?
Do you have an idea whose voice you hear? Does it/do they have names? 
Does the voice talk to you or about you?
Content
Can you tell me what kind of things your voice says to you? {record 2 or 3 specific 
examples o f things said by the voice)
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Relationship to Voice
A lot ofpeople who hear voices speak about trying to make sense o f their voices and 
some people do this by describing a relationship with their voice. In relationships 
people often have different roles, or take different positions e.g. one person might 
be more ‘in charge* and make more decisions. In this part o f the interview I  would 
like to ask you some questions about how you relate to your voice:
Voice Uppemess
Do you feel that your voice wants to be in control? Y/N
What makes you think this? (askperson to provide examples)
Do you think your voice thinks that it is better/cleverer than you? Y/N 
What makes you think this? (askperson to provide examples)
How does your voice make you feel (e.g. stupid, useless)!
What would happen if you disagreed with your voice?
What would you say/would you let your voice know? 
How would your voice respond?
How would that make you feel?
How do you think your voice would feel?
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Has the voice always been like this?
Voice Closeness
How does your voice react if you try to spend time away from it? 
(ask person for specific examples)
Do you think that your voice wants to be with you at all times? Y/N 
What makes you think this? (ask person for specific examples)
Do you think that your voice is frightened of being alone? Y/N
What makes you think this? (ask person for specific examples)
Has the voice always been like this?
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Hearer Dependence
How do you feel if you are not able to talk to your voice?
Do you feel that your voice is more capable than you? Y/N
What makes you think this? (ask person for specific examples)
How do you feel if your voice offers you advice/tells you what to do? 
How do you respond?
Is your voice able to persuade you to change your mind? Y/N
What makes you think this? (ask person for specific examples?
Have you always been like this?
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Hearer Distance
Do you ever try to keep your thoughts/feelings hidden from your voice? Y/N 
What is it about your voice that makes you do this?
Is it important for you to have time away from your voice?
Do you feel comfortable if your voice knows what you are thinking? Y/N
What is it about your voice that makes you feel comfortable/uncomfortable? 
(depending on whether person answers yes or no; ask person for specific 
examples)
Do you try to keep your voice at a distance? Y/N
Wliat is it about your voice that makes you do this?
Have you always been like this?
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Affect & Behaviour
How do you feel when your voice talks to you? (frightened, reassured etc)
Are there times when you hear the voice and do not feel this way?
How do you manage the feelings that listening to your voice creates -  what helps and 
what doesn’t?
What do you usually do when the voice talks to you?
Is there anything you have found that makes the voice go away or seem less intense 
(e.g. T.V., talking, readings, drugs....)
Have you ever tried to change the way that you relate to your voice?
Do you think that there are any similarities in the way that you relate to your voice 
and the way you relate to other people (e.g. friends/family)?
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A:pf<e^ d.'r 8  )
PSYCHOTIC SYMPTOM RATING SCALES:
AUDITORY HALLUCINATIONS
Gillian Haddock
University of Manchester, 1999
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GENERAL INSTRUCTIONS
The following structured interview is designed to elicit specific details regarding 
different dimensions of auditory hallucinations. When asking questions, the 
interview is designed to rate the patient's experiences over the last week for the 
majority of items. There are two exceptions to this e.g. when asking about beliefs 
regarding cause of voices, rate the patient's response based on what they believe at 
the time of the interview. Also loudness of voices should be rated according to the 
loudness of voices at the time of interview or the last time the patient experienced 
them.
Name:
Age:
Sex: M /  F
Diagnosis: (if relevant)
Length of time experiencing voices (years) :
Hallucinations in other modalities: visual /  olfactory /  gustatory / tactile
237
Volume I-M a jo r  Research Project Appendices
AUDITORY HALLUCINATIONS: SCORING CRITERIA
1. FREQUENCY
How often do you experience voices? e.g. every day, all day long etc.
0. Voices not present or present less than once a week (specify frequency if 
present)
1. Voices occur for at least once a week
2 . Voices occur at least once a day
3. Voices occur at least once an hour
4 . Voices occur continuously or almost continuously"i.e., stop for only a few 
seconds or minutes
2. DURATION
W hen you hear your voices, how long do they last, e.g. for a  few seconds, 
minutes, hours, all day long?
0. Voices not present
1. Voices last for a  few seconds, fleeting voices
2. Voices last for several minutes
3. Voices last for a t least one hour
4. Voices last for hours at a  time
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3. LOCATION
W hen you hear your voices, where çto they sound like they're coming 
from? -
-inside your head and/or outside your head?
-if voices sound like they are outside your head, w hereabouts do they 
sound like they a re  coming from?
0. No voices present
1 . Voices sound like they are inside head only
2. Voices outside the head, but close to ears or head. Voices inside the 
head  may also be present.
3 Voices sound like they are inside or close to e a rs  and outside head away 
from ears
4. Voices sound like they are from outside the head only
4. LOUDNESS
How loud are your voices?
Are they louder than your voice, about the sam e loudness, quieter or just 
a  whisper?
0. Voices not present
1. Q uieter than own voice, whispers.
2. About sam e loudness a s  own voice 
3 Louder than own voice
4. Extremely loud, shouting
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BELIEFS RE-ORIGIN OF VOICES 
W hat do you think has caused  your voices?
-Are the voices caused by factors related to yourself or solely due to other 
people or factors? ~
lf patient expresses an  external origin:
- How much do you believe that your voices are caused  by
.......................................................(add patient's contribution) on an  scale
from 0*100  with 100  being that you are  totally convinced, have no doubts 
and 0  being that it is completely untrue?
0. Voices not present
1. Believes voices to be solely internally generated and related to self
• 2. Holds a less than 50% conviction that voices originate from external 
cau ses
3  Holds 50% or more conviction (but less than 100%) that voices originate 
from external causes
4. Believes voices are  solely due to external causes (100% conviction)
AMOUNT OF NEGATIVE CONTENT OF VOICES
Do your voices say unpleasant things or negative things?
_ Can you give me som e examples of what the voices say? (record 
these  examples)
_ How much of the time do the voices say these types of unpleasant or 
negative items?
0 . No unpleasant content
1 . Occasional unpleasant content
2. Minority of voice content is unpleasant o r negative (less than 50%)
3 Majority of voice content is unpleasant or negative (50% or more)
4. All of voice content is unpleasant or negative
5
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DEGREE OF NEGATIVE CONTENT
(R ate using criteria on scale, asking patient for more detail if necessary)
0. Not unpleasant or negative
1 Som e degree of negative content, but not personal com m ents relating to 
self or family e.g. sw ear words or comments not directed to self, e.g. "the 
milkman's ugly"
2. Personal verbal abuse, comments on behaviour e.g. "shouldn't do that or 
say  that"
3 Personal verbal abuse relating to self-concept e.g. "you're lazy, ugly, mad, 
perverted"
' 4  personal threats to self e.g. threats to harm self or family, extreme 
instructions o r commands to harm self or others' and personal verbal 
abuse  as in (3)
8. AMOUNT OF DISTRESS
Are your voices distressing?
- How much of the time?
0. Voices not distressing at all
1. Voices occasionally distressing, majority not distressing (<10%)
2. Minority of voices distressing (<50%)
3 Majority of voices distressing, minority not distressing (£ 50%)
4. Voices always distressing
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9. INTENSITY OF DISTRESS
W hen voices are distressing, how distressing are they?
-Do they cause you minimal, moderate, severe distress?
-Are they the most distressing they have ever been ?
0. Voices not distressing at all
1. Voices slightly distressing
2. Voices are distressing to a moderate degree
3 Voices are very distressing, although subject could feel worse
4. Voices are extremely distressing, feel the worst he/she could possibly feel
10. DISRUPTION TO LIFE CAUSED BY VOICES
How much disruption do the voices cause to your life?
-Do the voices stop you from working or other daytime activity?
-Do they interfere with your relationships with friends and/or family?
- Do they prevent you from looking after yourself, e.g. bathing, changing 
clothes, etc?
0. No disruption to life, able to maintain social and family relationships (if 
p resent)
1. Voices cause minimal amount of disruption to life e.g. interferes with 
concentration although able to maintain daytime activity and social and 
family relationships and be able to maintain independent living without 
support.
2. Voices cause moderate am ount of disruption to life causing som e 
disturbance to daytime activity and/or family or social activities. The 
patient is not in hospital although may live in supported accommodation or 
receive additional help with daily living skills.
3 Voices cause severe disruption to life so that hospitalisation is usually 
necessary . The patient is able to maintain som e daily activities, self-care 
and  relationships whilst in hospital. The patient may also be in supported 
accommodation but experiencing severe disruption of life in term s of 
activities, daily living skills and/or relationships.
7
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4. Voices cause complete disruption of daily life requiring hospitalisation. 
The patient is unable to maintain any daily activities and  social 
relationships. Self-care is also severely disrupted.
1 1 . CONTROLLABILITY OF VOICES
-Do you think you have any control over when your voices happen?
-Can you dismiss or bring on your voices?
0. Subject believes they can have control over the voices and can always 
bring on or dismiss them a t will
1 . Subject believes they can have som e control over the voices on the 
majority of occasions
2. Subject believes they can have som e control over their voices 
approximately half of the time
3  Subject believes they can have som e control over their voices bu t only 
occasionally. The majority of the time the subject experiences voices 
which a re  uncontrollable
4. Subject has no control over when the voices occur and cannot dism iss or 
bring them  on at all.
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The Voice and You
A PERSON’S ASSESSMENT OF THE RELATIONSHIP THEY HAVE WITH
THEIR PREDOMINANT VOICE
Mark Hayward 
Psychology Department 
University of Surrey
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Guildford
2005
PLEASE READ THIS BEFORE YOU START
The statements listed here are the sorts of feelings and attitudes which people 
sometimes have about or towards the voices they hear. Please read each statement 
carefully and indicate, by ticking the appropriate column, the extent to which you 
think it applies to you in relation to your predominant voice.
Try to be completely frank and honest about yourself. Avoid answering the way you 
would like to be or the way you would like others to think of you, rather than the way 
you really are.
Try as far as possible, to place your ticks in the “Nearly always true” and “Rarely 
true” columns. The two middle columns are really for if you cannot make up your 
mind.
Please state -
Your age: .......... ............................
Sex: M / F
Duration of voice hearing experience (years) ...............................
Diagnosis: (if relevant) ..........................................
Are you currently taking anti-psychotic medication? Yes / No
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Nearly Quite often Sometimes Rarely 
always true true true truet
1. My voice wants things done 
his/her way
2. My voice helps me make up my 
mind
3 .1 prefer to keep my voice at a safe 
distance
4. My voice makes hurtful remarks 
to me
5. My voice does not let me have 
time to myself
6 .1 have a tendency to look up to 
my voice
7. When my voice gets too close to
8. My voice constantly reminds me 
of my failings
9. My voice dislikes it when I 
exclude him/her by showing an 
interest in other people
10.1 allow my voice to take control 
of me
11.1 feel I have little to offer my 
voice
12. It is easy for my voice to change 
my mind
me, it makes me feel uneasy
credit for the good things 1 do
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Nearly Quite often Sometimes 
always true true true RdPQly
14. My voice tries to accompany me 
when I go out
15.1 feel deserted when my voice is
16.1 try to hide my feelings from 
my voice
17. My voice tries to get the better
18. My voice dislikes spending time 
on his/her own
19. My voice’s judgment is better
#%####!
20 .1 do not like to get too involved 
with my voice
j 21. My voice makes me feel useless
22 .1 need to have my voice around 
me a great deal
23 .1 don’t like my voice to know 
what I am thinking
24 .1 have difficulty letting go of my 
voice
[ 25 ." My voice tries to make me out to v
26. My voice finds it hard to allow 
me to have time away from him/her
27 .1 have a great need to talk to my .
28 .1 don’t wish to spend much time 
listening to my voice
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B A V O - K
There are many people who hear voices It would help us to find out how you are feeling 
about your voices by completing this questionnaire Please read each statement and tick the 
box which best describes the way you have been feeling in the weei
If you hear more than one voice, please complete the form for the voice which is dominant.
Thank you for your help
Name: .............................................................
Age: .^.......... ......
_ - Disagree
, . - < ;  .
Unsure Slightly
Agree
Strongly
Agree
1 My voice is punishing me for 
something 1 have done
2 My voice wants to help me
3 My voice is very powerful
4 tM y voice is persecuting me for no« ■ • • ygopd reason
r-
:
'
5 My voice wants to protect me
6 My voice seems to know everything 
about me . ;T; \ ;
7 My voice is evil
r My voice is helping to  keep me sane i. •• ' -
9
10
My voice makes me do things I really 
don’t want to do
M y voicc wants to harm me
11 My voice is helping me to  develop my 
special powers or abilities
12
.
1 cannot control my voices .
13 My voice wants me to do bad things
14 My voice is helping me to achieve my 
goal in life
:
15 My voice will harm or kill me if I
disobey or resist it j
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Disagree, fUnsÜrp ji' Slightly
A^rce:
Is
16 My voice is trying to corrupt or 
destroy me
17 (of voice . .
‘ ■
-
18 My voice rules my life
19
20 My voice frightens me
21 ^ a J n a k e s  ^  r  /
22 My voice makes me feel down
23 - -
24 My voice makes me feel calm
W: U-
vrTSd /Z"
26 My voice makes me feel confident
\Vlicn I hear my voice, usually...
\  ^
" 
*#* 
1
 
1 Sliehtlv
Agree,
27 I tell it to leave me alone
28 I try and take my mind off it
Zr.’z J  * i X
'  ' *
29 I try and stop it
30- I do things to proven! it talking -
31 I am reluctant to obey it
32 I listen to it because 1 want to
33 I willingly follow what my voice tells 
me to do
34
■
: •
•
# #
35 I seek the advice of my voice
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YAO:
Y ou and Others
A PERSON’S ASSESSMENT OF THEMSELVES IN RELATION TO OTHER 
PEOPLE
PLEASE READ THIS BEFORE YOU START
The statements listed here are the sorts of feelings and attitudes which people sometimes have about 
or towards other people. Please read each statement carefully and indicate, by ticking the 
appropriate column, the extent to which you think it applies to you in relation to other people. As 
you respond to the statements please have in mind the way you relate generally, rather than to a 
specific person, or group of people.
Try to be completely frank and honest about yourself. Avoid answering the way you would like to 
be or the way you would like others to think of you, rather than the way you really are.
Try as far as possible, to place your ticks in the “Nearly always true” and 
“Rarely true” columns. The two middle columns are really for if you cannot 
make up your mind.
Please make sure that you have not missed a page and that you have put a tick against 
everv statement.
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Nearly 
always true
Quite 
often true
Sometimes
true
Rarely
true
1. I enjoy spending time on my own.
2. lam  more a follower than a leader.
3. Other people expect me to spend too 
much of my time with them.
4. I don’t trust people very easily.
5. Other people boss me about a lot.
6. Other people put me down a lot.
7. Other people overpower me.
8. Other people show too much interest 
in me.
9. Other people make me feel inferior.
10. Other people crowd in on me.
11. Other people are strong and 
reliable.
12. Other people make me feel 
welcome.
13.1 find it best to keep out of other 
people’s way.
14. Other people intrude upon my 
privacy.
15. Other people are friendly towards 
me.
16.1 prefer to keep people at a safe 
distance.
17. Other people try to take control of 
me.
18. Other people don't allow me any 
space to be myself.
19. Other people try to get too close to 
me.
20. Other people make it hard for me to 
h ?v e  nn independent existence.
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Nearly 
always true
Quite 
often true
Sometimes
true
Rarely
true
21. Other people give me good advice.
22. Other people won't leave me alone.
23. It is easy for other people to change 
my mind.
24. Other people put too much pressure 
on me.
25.1 appreciate it when others tell me 
what to do.
26.1 find it pleasant to get away from 
people.
27. Other people try to involve me too 
much in their lives.
28. Other people try to push me around.
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Name:  ■ _______________Marital Status:______ ' Age: '• • Sex: '
Occupation: • ' ■________ ;__________________ Education: •  ' _________
Instructions: This questionnaire consists of 21 groups of statements. Please read each group of statements carefully, and 
then pick out the one statement in each group that best describes the way you have been feeling during the past two 
weeks, including today. Circle the number beside the statement you have picked! If several statements in the group 
seem to apply equally well, circle the highest number for that group. Be sure that you do not choose more than one 
statement for any group, including Item 16 (Changes in Sleeping Pattern) or Item 18 (Changes in Appetite).
1. Sadness
0 I do not feel sad.
1 I feel sad much of the time.
2 I am sad all the time.
3 I am so sad or unhappy that I can’t stand it.
2. Pessimism
0 I am not discouraged about my future.
1 I feel more discouraged about my future than I 
used to be.
2 I do not expect things to work out for me.
3 I feel my future is hopeless and will only get 
worse.
3. Past Failure
0 I do not feel like a failure.
1 I have failed more than I should have.
2 As I look back, I see a lot of failures.
3 I feel I am a total failure as a person.
4. Loss of Pleasure
0 I get as much pleasure as I ever did from the 
things I enjoy.
1 I don’t enjoy things as much as I used to.
2 I get very little pleasure from the things I used
to enjoy.
3 I can’t get any pleasure from the things I used 
to enjoy.
5. Guilty Feelings
0 I don’t feel particularly guilty.
1 I feel guilty over many things I have done or
should have done.
2 I feel quite guilty most of the time.
3 I feel guilty all of the time.
6. Punishment Feelings
0 I don’t feel I am being punished.
1 I feel I may be punished.
2 I expect to be punished.
3 I feel I am being punished.
7. Self-Dislike
0 I feel the same about myself as ever.
1 I have lost confidence in myself.
2 I am disappointed in myself.
3 I dislike myself.
8. Self-Criticalness
0 I don’t criticize or blame myself more than usual.
1 I am more critical of myself than I used to be.
2 I criticize myself for all of my faults.
3 I blame myself for everything bad that happens.
9. Suicidal Thoughts or Wishes
0 I don’t have any thoughts of killing myself.
1 I have thoughts of killing myself, but I would 
not carry them out.
2 I would like to kill myself.
3 I would kill myself if I had the chance.
10. Crying
0 I don’t cry anymore than I used to.
1 I cry more than I used to.
2 I cry over every little thing.
3 I feel like crying, but I can’t.
H '; Subtotal Page 1 C ontinued on Back
\THE PSYCHOLOGICAL CORPORATION*
)  H a r c o u r t  B r a c e  &  C o m p a n y
SAN ANTONIO ■
Orlando « Bostoo •  NcwUbrk • Chicago •  San Francisco •  Atlanta •  Dallas 
San Diego* Philadelphia •A astin» Fort Worth •Toronto «London •Sydney
Copyright © 1996 by Aaron T. Beck
All rights reserved. Printed In the United States of America. 0154018392
253
Volume I-M a jo r  Research Project Appendices
11. Agitation
0 I am no more restless or wound up than usual.
1 I feel more restless or wound up than usual.
2 I am so restless or agitated th?t it’s hard to stay 
still.
3 I am so restless or agitated that I have to keep 
moving or doing something.
12. Loss of Interest
0 I have not lost interest in other people or 
activities.
1 I am less interested in other people or things 
than before.
2 1 have lost most of my interest in other people
or things.
3 It’s hard to get interested in anything.
13. Indecisiveness
0 I make decisions about as well as ever.
1 I find it more difficult to make decisions than
usual.
2 I have much greater difficulty in making 
decisions than I used to.
3 I have trouble making any decisions.
14. Worthlessness
0 I do not feel I am worthless.
1 I don't consider myself as worthwhile and useful
as I used to.
2 I feel more worthless as compared to other 
people.
3 I feel utterly worthless.
15. Loss of Energy
0 1 have as much energy as ever.
1 I have less energy than I used to have.
2 I don’t have enough energy to do very much.
3 1 don’t have enough energy to do anything.
16. Changes in Sleeping Pattern
0 I have not experienced any change in my 
sleeping pattern. __________
ïa I sleep somewhat more than usual.
1 b I sleep somewhat less than usual. ___________
17. Irritabiiity
0 I am no more irritable than usual.
1 I am more irritable than usual.
2 1 am much more irritable than usual.
3 I am irritable all thé time.
18. Changes in Appetite
0 I have not experienced any change in my
appetite. __________________________ _
la My appetite is somewhat less than usual. 
lb My appetite is somewhat greater than usual.
2a My appetite is much less than before.
2b My appetite is much greater than usual._______
3a I have no appetite at all.
3b 1 crave food all the time.
19. Concentration Difficulty
0 1 can concentrate as well as ever.
1 I can’t concentrate as well as usual.
2 It’s hard to keep my mind on anything for 
very long.
3 I find I can’t concentrate on anything.
20. Tiredness or Fatigue
0 I am no more tired or fatigued than usual.
1 I get more tired or fatigued more easily than 
usual.
2 1 am too tired or fatigued to do a lot of the things 
I used to do.
3 I am too tired or fatigued to do most of the 
things I used to do.
21. Loss of Interest in Sex
0 I have not noticed any recent change in my 
interest in sex.
1 1 am less interested in sex than i used to be.
2 I am much less interested in sex now.
3 I have lost interest in sex completely.
2a 1 sleep a lot more than usual.
2b I sleep a lot less than usual.________  ■
3a I sleep most of the day.
3b 1 wake up 1-2 hours early and can’t get back
to sleep.
NOTICE:This form is printed with both blue and black ink. if your 
copy d o e s  not appear this way, it has b een  photocopied In 
violation of copyright laws.
Subtotal Page 2 
Subtotal Page 1
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u r  mutk naywara 
Chartered Clinical Psychologist 
Psychology Department 
University of Surrey 
Guildford GU2 7XH
Dear Mark
An exploration of the experience of hearing voices within a relational framework 
The REC gave a favourable ethical opinion to this study on 17 November 2005.
/
West Sussex LREC has notified us of its decision following a re-assessment of the site-specific 
issues. I am pleased to confirm the extension of the favourable opinion to the new site. I attach an 
updated version of the site approval form, listing all sites with a favourable ethical opinion to 
conduct the research.
Research governance approval
You should inform the local Principal Investigator at each site of the favourable opinion by sending 
a copy of this letter and the attached form. The research should not commence at any NHS site 
until research governance approval for each site has been confirmed.
Statement of compliance '
The Committee is constituted in accordance with the Governance Arrangements for Research Ethics 
Committees (July 2001) and complies fully with the Standard Operating Procedures for Research 
Ethics Committees in the UK.
Youf» sincerely
C o p y  to: University of Surrey
An advisory committee to Surrey and Sussex Strateoic Health Authority
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Please reply to:
. Telephone: 
Fax: 
E-mail:
Dr Eleanor Sorrell 
Department of Psychology 
University of Surrey 
Guildford
GU27XH 09 December 2005
Dear Dr Sorrell
ID: 0572/ESCH/2005 An exploration of the experience of hearing voices within a relational
framework.
Further to my letter of the 23rd August 2005, the Chairman on behalf of the RAMC has considered your 
response to the issue/s raised by the committee's initial review. The documents considered were a s  
follows:
» NHS REC form parts A and B (signed and dated 26/07/05)
* NHS REC form part C for Victoria Tozer (signed and dated 27/07/05)
* NHS REC form part C for Eleanor Sorrell (signed and dated 27/07/05)
* NHS R&D form for Victoria Tozer (signed and dated 27/07/05)
* NHS R&D form for Eleanor Sorrell (signed and dated 27/07/05)
* Protocol (version 1 dated 18/07/05)
* cv  for Eleanor Sorrell (signed and dated 27/07/05)
.  L ^ t^ r o m % a ^ S o r r e l l a n d  Victoria Tozer In response to the RAMC's request for clarification
•South West Surrey7SSA approval letter for Eleanor Sorrell (signed and dated 22/11/05)
I am pleased to Inform you that this study has now been approved by 'Chairman’s action’, and so may 
proceed. This approval Is valid in the following Organisations:
* East Sussex County Healthcare NHS Trust - Dr. Eleanor Sorrell
3^You alert the RAMC by contacting me, if significant developments occur as the study progresses,
m m m m wparticular to Sections 3.5 and 3.6 of the Research Governance Framework.
Please note that if your work involves South Downs Health NHS Trust, this approval means that you
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now have your Research Passport. 
Good luck with your work.
Yours sincerely
Research Governance Assistant
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UniS
Ethics Committee
23 January 2006
Dr M Hayward 
Department of Psychology 
School of Human Sciences
Dear Dr Hayward
An exploration of the experiences of hearing voices within a relational framework 
(EC/2006/06/Psvch) -  FAST TRACK
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 23 January 2006
The list of documents reviewed and approved by the. Committee under its Fast Track 
procedure is as follows:-. • r.c- 'U'% >>; • v •
----------------  " - : ""-I"; C -
Document Type: Application .*:••• o;-- -r..
Dated: 22/11/05
Received: 13/01/06 ; r; •:•••
Document Type: Approval Letter from the South West Surrey LREC
Dated: 21/12/05 * : • ; u
Received: 13/01/06
Document Type: Copy of the NHS Application Form 
Version: 4.1 
Dated: 26/07/05 
Received: 13/01/06
Document Type: Insurance Proforma 
Received: 13/01/06
Document Type: Research Proposal 
Received: 13/01/06
Document Type: Participant Information Sheets 
Received: 13/01/06
Document Type: Consent Form 
Dated: 20/05/05 
Received: 13/01/06
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Document Type: Letter to GP 
Dated: 20/05/05 
Received: 13/01/06
Document Type: You and Others Questionnaire 
Received: 13/01/06
Document Type: The Voice Relating Interview 
Received: 13/01/06
Document Type: The Voice and You Questionnaire 
Received: 13/01/06
Document Type: BAVQ-R Questionnaire 
Received: 13/01/06
Document Type: Psychotic Symptom Rating Scales 
Received: 13/01/06
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected with reasons.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr E Sorrell, Psychology 
Ms B Parish, Psychology 
Ms V Tozer, Psychology 
Ms N Hartigan, Psychology
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HEADED PAPER OF UNIVERSITY 
Participant information sheet
Study title
An exploration of the experience of hearing voices within a relational framework 
Invitation paragraph
You are being invited to take part in a research study. Before you decide, it is important 
for you to understand why the research is being done and what it will involve. Please take 
time to read the following information carefully and discuss it with friends, relatives, care 
team and your GP if you wish. Please ask if there is anything that is not clear or if you 
would like more information. Please take time to decide whether or not you wish to take 
part.
Thank you for reading this.
What is the purpose of the study?
This study is trying to find out more about people’s experience of hearing voices. In 
particular, it is interested in the relationships that people develop with their voices. Are 
these relationships mainly positive or negative? Are they similar to the relationships that 
are developed with people in the hearer’s social network? Does the type of relationship 
influence the amount of distress that the voices cause? Do these relationships change
over time?
This study will run from August 2005 until September 2007
Whv have I been chosen?
We are interested in speaking with you because: 1) We understand you have heard voices 
for at least six months; and 2) a member of the team who is involved in your care 
suggested that you might like to participate.
In total, approximately 90 people will participate in the study.
Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you will be 
given this information sheet and asked to sign a consent form. If you decide to take part 
you are free to withhold any personal information or to withdraw at any time, without
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giving a reason. This will not affect the care you receive. Neither will a decision not to 
participate.
What would taking part entail?
You will be asked to complete an interview about the voices that you hear and a 
maximum of five questionnaires. This would be done over two meetings and can be done 
at a mutually convenient location. Once the interview and questionnaires have been 
completed you will be required to do nothing else.
About a year after you have taken part you would be contacted again and asked to 
complete the interview and questionnaires again. As before, this would be done at a 
mutually convenient location. However, if you did not wish to meet with the researcher 
and complete the interview and questionnaires again you would be free to withdraw 
without giving a reason.
You may be asked if your interview can be audio-taped. If you agree, the tape of your 
interview will be listened to by one of the other researchers. The tape will be stored in a 
locked cabinet and no one else will listen to the tape. Your name and address will not be 
attached to the tape so you will not be identified on the tape. Deciding not to allow your 
interview to be audio-taped would not affect your participation in the research project. If 
you decided to allow your interview to be audio-taped you would be free to stop the 
taping at any time. You may also be asked if you would be happy to be re-interviewed at 
another time. If you agree to this the researcher will arrange to meet with you again after 
a period of not less than a week. At this meeting you would only be asked to take part in 
the interview, you would not be asked to complete the questionnaires again. If you 
decide that you would not want to be re-interviewed your participation in the research 
project would not be affected.
What are the advantages and disadvantages of taking part?
There are no anticipated disadvantages of taking part in the study. However, if you 
wanted to stop the interview or discontinue the questionnaires for any reason, you would 
be free to do so immediately.
It is hoped that the study will contribute to a greater understanding of voices and 
improved treatment for people who hear them. If you would be interested in the results 
of the study we will be happy to share them with you at a later date.
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Confidentiality
With regard to your GP and care team
Your care team including your GP will know that you are taking part in the study. The 
researcher will have no other contact with your care team or GP, with one exception: if 
you say something that leads the researcher to believe that the safety of yourself or 
someone else is at risk, this information will need to be passed on. Before doing so, the 
researcher will speak with you about how to do this.
With regard to writing about the research project 
All the information collected during the study will be kept strictly confidential. It will be 
coded and have your name and address removed so that you cannot be recognised from it. 
The study has been checked to ensure it complies with data protection laws.
What will happen to the results of the study?
The results of part of this study will be written-up by September 2006, and submitted to 
the course being undertaken by three of the researchers at the University of Surrey. The 
results of another part of the study will be written-up by September 2007, and submitted 
to the course being undertaken by another one of the researchers at the University of 
Surrey. You could receive feedback on the results of the study if you would like it. An 
article about the study will be written collaboratively by all the researchers and attempts 
will be made to publish it in a national psychology journal. No participant will be 
identified in any part of the write-up or article.
Who has reviewed the study?
This study has been reviewed and approved through the Central Office for Research 
Ethics Committees, and by the Research and Development department within your local 
NHS Trust. There are rigorous processes that the study has been through to ensure it is 
safe and being conducted in a proper manner before it starts.
Contact for further information
If you have any questions or concerns about this study, you should discuss them with the 
researcher leading the study:
Dr. Mark Hayward 
Clinical Psychologist 
C/o Department of Psychology 
University of Surrey 
Guildford GU2 7XH
Tel: 01483 689441
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If you are harmed by taking part in this research project, there are no special 
compensation arrangements. If you are harmed by someone’s negligence, then you may 
have grounds for a legal action, but you may have to pay for it. Regardless of this, if you 
wish to complain, or have any concerns about any aspect of the way you have been 
approached or treated during the course of this study, the normal National Health Service 
complaints mechanisms should be available to you. You may also wish to seek advice 
form the Patient Advice and Liason Service (insert contact details for appropriate PALS).
If you decide to participate in the study you will be given a copy of this information sheet 
and a signed consent form to keep.
20th June 2005
269
Volume 1 -  Major Research Project Appendices
Appendix F
Distress plan
270
Volume 1 -  Major Research Project Appendices
Distress Plan
• Provide person with opportunity to discuss issues with researcher at the end of the 
session.
If the person experiences farther distress outside of interview situation:
1. Is there a family member/friend that they would feel able to talk to? If yes how 
would they contact this person, what would they do if person was unavailable 
(e.g. another person or move on to next step)?
2. Health care professional -  check person has contact details of relevant health-care 
professional (e.g. key worker) -  would they feel able to contact this person if they 
were distressed.
3. Additional organisations person could contact
e.g. Hearing Voices Network confidential help line -  0845 1228642 (Mon-Fri 10-
4)
4. Check that person is aware that if they are experiencing extreme distress and are 
concerned they can contact their GP, or A&E.
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Centre number:
Participant Identification Number:
CONSENT FORM
Title of Project: An exploration of the experience of hearing voices within a
relational framework
Name of Researcher:
Please initia 
box
1 I confirm that I have read and understand the information sheet dated □
(version .................) for the above study and have had the
opportunity to ask questions.
2 I understand that my participation is voluntary and that I am free to withhold □
personal information or to withdraw at any time, without giving any reason, and
without my medical care or legal rights being affected.
3 i  understand that sections of any of my medical notes may be looked at by □
responsible individuals from (Trust name) where it is relevant to my taking
part in research. I give permission for these individuals to have access to
my records.
4 i  give permission for my GP Dr (insert name of GP) to receive details of □
my participation in this study.
5 I give permission for my interview to be audio-taped. ^  '
Name of participant______________ Date-------------------- Signature
Name of person taking consent Date Signature
(if different from researcher)
Researcher Date Signature
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Name and address of researcher
GP address 
Date
Dear Dr
Re: Name, address, dob participant
With the approval of (insert name) local research ethics committee, I am conducting a 
study that is examining interpersonal processes in auditory hallucinations (‘voices’). 
Specifically, the study will be exploring the relationships that people develop with the 
voices they hear and whether the type of relationship influences the amount of distress 
caused by the voices. It will also examine whether the relationships people develop with 
their voices are similar to other relationships within their social world.
(Name of participant) has consented to take part in the study, which will involve a semi­
structured interview and the completion of a maximum of five questionnaires. There will 
also be a follow-up after one year when (name) will be asked to complete the same 
interview and questionnaires again.
The patient’s Consultant Psychiatrist is aware and in agreement with their decision to 
participate.
Should you have questions or concerns relating to the study or this patient’s participation, 
please do not hesitate to contact me at the above address.
Yours sincerely
Name of researcher
20/05/05 -  version 1
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Dear (insert name)
You were recently contacted by (insert name), a Trainee Clinical Psychologist from the 
University of Surrey about your potential participation in a research study exploring the 
experience of hearing voices. We are enclosing further details of the study for your 
information. By the term ‘voices’ we mean any experience that involves the hearing of 
utterances that are not spoken by a physical being within the immediate environment. We 
are specifically exploring the kinds of relationships people develop with the voices they 
hear.
To date we have focused on developing understandings of the experiences of people who 
have contact with mental health services. We are also eager to learn from individuals who 
have had no contact with mental health services. The information sheet enclosed 
explains exactly what participation in the research would involve. However, if anything 
is unclear, please feel free to contact us using the details below. We will contact you by 
the middle of February in order to answer any questions you have and to discuss whether 
you are willing to participate in the study.
Thank you in advance for your time.
Yours sincerely
Name & 
Contact details
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Letter to potential non-clinical participants not previously contacted by phone
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Dear Sir/Madam
Following your attendance at the Hearing Voices conference at the University of Surrey 
in September, we are contacting you to ask for your help. We are a group of researchers 
from the University of Surrey conducting a study exploring the experience of hearing 
voices. By the term ‘voices’ we mean any experience that involves the hearing of 
utterances that are not spoken by a physical being within the immediate environment. We 
are specifically exploring the kinds of relationships people develop with the voices they 
hear.
To date we have focused on developing understandings of the experiences of people who 
have contact with mental health services. We are also eager to learn from individuals who 
have had no contact with mental health services. The information sheet enclosed 
explains exactly what participation in the research would involve. However, if anything 
is unclear, please feel free to contact us using the details below. We will contact you by 
the middle of February in order to answer any questions you have and to discuss whether 
you are willing to participate in the study.
Thank you in advance for your time.
Yours faithfully
Name & 
Contact details
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Centre number:
Participant Identification Number:
CONSENT FORM
Title of Project: An exploration of the experience of hearing voices 
within a relational framework
Name of Researcher: Eleanor Sorrell
Please initi 
box
1 I confirm that I have read and understand the information sheet dated 11th □
November 2005 (version 4) for the above study and have had the opportunity to
ask questions.
2 I understand that my participation is voluntary and that I am free to withhold □
personal information or to withdraw at any time, without giving any reason, and
without my medical care or legal rights being affected.
Name of participant____________   Date__________  Signature-------------------------- -------
Name of person taking consent Date Signature
(if different from researcher)
Researcher Date Signature
1 for participant; 1 for researcher.
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D em ographics Sheet
Client number and location for this trial, e.g. client 1 - Hampshire:
Name:
Age:
Gender:
Duration o f  voice hearing experience:
Nam e/ identity o f  dominant voice:
Current diagnosis (corroborated by clinical notes):
Number o f  hospital admissions:
Current medication:
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1. How would you describe your ethnicity?
(Please choose one section from (a) to (e) then tick the appropriate box to indicate 
your cultural background).
(a) White
British D
Irish ^
Any other White background, please write in below
(b) Mixed
White and Black Caribbean Q
White and Black African □
White and Asian D
Any other Mixed background, please write in below
(c) Asian or Asian British
Indian Q
Pakistani □
Bangladeshi □
Any other Asian background, please write in below
(d) Black or Black British
Caribbean O
African ^
Any other Black background, please write in below
(e) Chinese or Other ethnic group
Chinese □
Any other, please write in below
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Results of tests of normality
Variable
Kolmogorov-Smirnov
test
Clinical sample
Kolmogorov-Smirnov
test
Non-clinical sample
z P z P
Distress .189 <01 .434 <01
Voice dominance .132a n.s. .348 <01
Voice intrusiveness .115a n.s. .353 <01
Hearer distance .112a n.s. .321 n.s.
Hearer dependence .144a n.s. .177a n.s.
Malevolence .192 <01 .501 <01
Benevolence .291 <01 .174 n.s.
Omnipotence .123 n.s. .162 n.s.
Depression (BDI-II) .132" n.s. .205 <05
Frequency .275 <01 .190 n.s.
Loudness .227 <01 .307 <01
Degree of negative 
content .315
<01 .375 <01
Controllability .262 <01 .258 <01
a Reflect and square root transformation 
b Square root transformation
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